in 24 haurs after death. Page 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: aie tow requires that the death certificate be executed wi 


onl 


‘uneral director, 
Id be filed with 


r 


Pages 1 and 2 


Then please remove carbon papers. 


ate hos been signed by the attending physician and campletely filled in by 


Jetached far use as the burial-transit permit. 


OR: After this certifi 


may be retained by the haspital ar attending physician. 
the registrar prior ta burial, cremation, ar remaval, and in any event within 72 haurs after death. 


TO FUNERAL DI 
page 3 shauld 


_ 


VS AIS {4) 


SM 9/SS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ’ 
» 6155 CERTIFICATE OF DEATH ee Y, f 


ba ve ¢ il 2 pide a dab: {Where deceosed lived. If institution: Residence before admission) 
a. °. b. COUNTY 
Carroll PARES Maryland Carroll 
b, CITY OR TOWN {If outside corporote limits, write | c, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neores! town) 
RURAL ond give nearest town) 7 
Sykesville, Maryland pyrse €i Sykesville, Mai land 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION 5 ON A FARM? 
=e : RFD. # 2 yes [} No.) 
3. NAME OF First Middle 4, DATE 
NAME OF i iddle lost DA Month Day Yeor 
{Type or print Maude Amelia Abbott DEATH & 19 
5. SEX 6. COLOR OR RACE 7. maRnieD [] NEVER MARRIED [q] |S. DATE OF BIRTH °. AGE {In yeon IF UNDER 1 YEAR| IF UNDER 24 HRS. 
s bias aie 1 Min. 
Female White |woowenry oworceo | 622-78 ie 
V0a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS, OR INDUSTRY | 1}. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) , 
} lousewo ——-_ er Baltimore, Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
OMe.) ) j 
James McClure Amanda $2) PPI L/¢Y LOA 


1S, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
Yes, n0, oF unkngmn) (IF yen, give war or dates of service) 
‘ VA Es saat === cAI Mrs. Edna Lee — Diuughter-in-law: kesville 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (€).] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


Arh « DUE TO 


Conditions, if any, which rn" 
gove rise 10 immedione 

cote (0), stofing the under { OUETO 
lying couse lost. (6. 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0}]19. Niger ks alco 


RMED? 
ves J No] 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port # or Port Il of item 1B.) 
OR CONTRIBUTING E] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) Soo 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY fHome, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while factory..street, office bldg., etc. 
PR ee 19 lot work [] ot work [J ere ! — 


INTERVAL BETWEEN 
ONSET AND DEATH 


¥ 


MEDICAL CERTIFICATION 


21. | certify that | attended the deceased from. _Smn22me5y__..-, 19.----, to.---- Adee... 19.57..that | last saw the deceased 
alive on____GeeD Tey _., 1257.____, and that death occurred otltz.5_@M, fram the causes and an the date stated abave, 

aes ADDRESS (Stree!, city or town, stote) DATE SIGNED 
Signatory wo, ....Springhield State Hospital ._.@-72 37 
Nanetyes__Morrell N, Mastin, MAD, Sykesville, Maryland 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘ic. NAME/OF CEMBFERY OR GietnePORY Z2d. LOCATION (City, town, or county) {Stote) 
Se Se | 6-75 - SZ Guy Hettlora | (yp A 
SAREL Lg = ‘Aa Lo at toh cP. LLL 


Oe. ¥ 24a. REC'D BY REGISTRAR 2db. REGISTRAR'S SI JATURE 
d DATE A -/3- Vad Oie 


SA nvauna ® 


Dac 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
(Hw | 6156 CERTIFICATE OF DEATH unre 


ood 


6152 


se ‘ rma 
ae? 1. PLACE OF DEAT 2 USUAL RE UDENCE. (Whee deceased lived. If institution 
& 2 0. COUNTY a ‘ATE b. COUNTY “th 
r 7a : 
Be J ¢. LENGTH OF STAY IN Ib eysigs corporaiplimits write RURAL and give nearest town) 
53 é 4, 0 ; * 
= EZ. Ml tad xy 
_ in sey give cof 15 . STTeEEA! DDRESS VA «. is RESIDE 
ard on AL 9 a t 
2 LK LAL IEA 7, sh KF? nha He Cf “e oO 
z 
5 3. NAME OF 4. DATE M ¥ 
ea DECEASED yy. OF vi oath al 
3 (Type or print) Hy LAG Mh Y, Z _a}__DEATH 19 J 
s 5. SEX 6. COLOR OF ue on G NEVER MARRIED 3, ee yeors RIF UNDER 24 HRS. 
oe Psrrns Min. 
é wibDOweD [] ovorcep [] os 
fe 3 yin. gi on oe kind of work done] 10b. KIND OF BUSINESS OR INDUSTR (Of zoe CITIZEN OF NH, COUNTRY? 
ge / pf a Jing life, even if retired) 
¢ eG Ash. 
2 a yon sd y 
8 
g Ate; Wy, , 
8 rere WA‘ 65 Dect DEVER IN'U. 5. ARMED AC 16, SOCIAL SECURITY NO 
4 (Yan. no, oy, fn) AF yes, give wor or dates of vervice) 
g OB: Hd, 
8 Bo CAUSE OF DEATH [Enter only one couse pasyline for a . ond) oy INTERVAL BETWEEN 
a PART I. DEATH WAS CAUSED B) b RPE ANE PEED 
§ IMMEDIATE CAUSE (o 
2 
3 


4¥ / DUE TO 
Conditions, if any, which " 
gove rise to immediote 

couse (0}, stoting the under. ( DUE TO 
lying couse fost. a 


: After this certificate hos been signed by the ottending physicion ond completely filled in by 


€ 
& 
5 4 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10) ip: as AUTORSY 
% 3 7 sO nol 
2 = | 20a. ACCIDENT WAS UNDERLYING []_ |20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 

& | OR CONTRIBUTING L] CAUSE OF DEATH 
2 © |e EITHER, NOTIFY MEDICAL EXAMINER) 
3 & [2c TIME OF INJURY Month, ri Year [20d. INJURY OCCURRED 206 PLACE OF INJURY Home, farm, 120F. (City or town) (County) {Stote) 
g rat Hour o. ie While. Ne sti tha street, office bid i 
> = lot work [7] ot works ' 
s sere STUN 
a from.<s od wwaees WALD, to_ £2 Re il ay ry hat | last saw the deceased 
HW 
3 , gnd/that deathoccurred at4Aie9 DN, from the causes,and on the date stated abave, 


ADDRESS (Street, city or town, stot; DATE SIGNED 


Ss 


the registror prior to burial, cremotion, or removal, ond in any event within 72 hours 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 hours after death: Poge 4 
may be retoined by the hospital or ottending physicion. 


/ [ih Sepa - 
aR EY! OR Sa eae 


a 
> 


2 
5 


ae mene a 
A ALA LY TAZ, on Win. Lfat k Po, 


* om 

age mn 

ur file. BO 
th, Ga 


jar. 
f 


& 


id fa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6157 | MEDICAL EXAMINER'S CERTIFICATE OF DEATH 06153 


o Reg. Dist. No. ws he 


tr vei he DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
. COUNT 
ea AF, DLL. marviano || & STATE b. COUNTY © dd 
b. CITY OR TOWN (if outside corposote limits, write RURAL ¢. LENGTH OF STAY IN 1b . CITY OR TOWN [If outside corpordfe limils, write RURAL ond give neorest town) 


‘ond give raares! town) 


a KA 4 4 Lf fame 2 & OS. 


d. NAME OF HOSTAL OR INSTITUTION (IF not in hospMel, give street address) 


I LBL, WEST ES Pp eS RESIDENCE 
FeoL ROAD T4 


ine 


If any delay is necessary. please 


72 hours after death. 


gihin 


24 haurs after death. 
it. File pages 1 and 2 with the State Ba 


in 


transit per 


ial 


in pencil in (tem 18. Give Pages 1, 2, and 3 ta the funera 
"s Office alang with farm PM3. Poge 5 moy be retai 


iner’ 


i 


This certificate should be executed with’ 


¢, writing the ward “‘pending’ 


led to the Chief Medical Exami 


‘OR: Page 3 shoutd be used as a buri 
ar its designated agent, priar to burial, crematian, ar removal, ond in any be 


36: 


execute the cert 


@: 


> 


4 shauld be fe 


TO DEPUTY MEDICAL EXAMINER 
TO FUNERAL DI 


< 
cil 


eG A ca ett soe 


3. Bee First Middle Low 4. DATE oy ~Yeor = 
(Type or print) ARR OLt +t ANSO DRPENE Beat ga _19§ te 
3, SEX 6 COLOR OR RACE [7 MARRIED [BP-T2EVER MARRIED [| B. DATE OF BIRTH GE (in yeou [IFUNDER YEAR] IF UNDER 24 Ans 
L Ke / alee ee Months] Boys | Hours | Min. 
MALE L wiooweo [} _ivorceo 1 / Z, GF vm. 
10a, USUAL OCCUPATION (Give kind of work done] 10b, KIND OF GUSINESS OR INDUSTRY | 11. BIRTHPLACE Glote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working lite. even if retired) 


MACEL 6PERAILA. CONGLEVM — 


t Butte, Mte,| eS 


13, oy NAME 14, MOTHER'S MAIDEN NAME 
15. WAS DECEASED EVER IN U, s. ARMED FORCES? | 16, Ve SECURITY NO. | 17. INFORMANT Address 


1Yes, no, oF unknown) tWipes, give delet of cervice) 
lWe 13 /-0 7-68 Me. CK Mo litusta. ditcara fe ly 
18. CAUSE OF DEATH [Enter only one coure per line for (o}, (b}, ond (c).] WTERVAL RETWERTE 
PART 1. DEATH WAS CAUSED BY: 7 


, ONSET AND Dea 
IMMEDIATE CAUSE (0) A hoe oe df Pon 


HAO UE TO 
Conditions, if ony, which (b) 
gave rise lo immediote couse ee 
(9), slaling the underlying( DUE TO 
couse lost. te. 
8 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELAFED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mos. Pd AUTOPSY 
PERFORMED? 
3 yes) NO Ta 
: 200. EXTERNAL CAUSE WAS '20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Past t or Port Il ot item 18) = 
f& { PRIMARY C) or CONTRIBUTING 1) 
§ | CAUSE OF DEATH. 
3 0c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home. form. 1 20¥. (City or town) (County) > Stata} 
ray Hour 6. m. While Not while factory. street, office bldg. etc.) | 
= p.m. 9 ot work [7] of work A 


21. I certify jhot | took charge of the remoins described obove, held on Autopsy (J, Inspection K], Inquiry i ond in my 
opinion dgGth resulted from: Noturol couses ft Accitient oO. Suicide [J], Homicide [[], Undetermined monner oO 


DATE SIGNED 


ACTUAL 
SIGNAT 


CHIEF MEDICAL EXAMINER [7) 
ASSISTANT MEDICAL EXAMINER [-] 


NAMI ‘ LY ARS H DEPUTY MEDICAL Saas Ss"! 


| 270. BURIAL, CREMATION. [226. DATE THEREOF Z2c. NAME OF CEMETERY SHE REMATORRE 
ca 


M.D. 


Ze. LOCATION (City, town, or county) 


BET nee DIRECTOR'S SIGN E: 240. REC'D BY REGISTRAI 
DATE l = Bi 7s 


$A nvaand 


eget 3t NAT 


Wars 


ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after death. Page 4 


he haspital ar attending physician. 


* 


the registrar prior to burial, crematian, ar removal, and in any event within 7, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 U 6 1 5 


ww) 


“ 
f : 61 53 CERTIFICATE OF DEATH meeebaine 

3 ; M 1, PLACE OF DEAT} 2, USUAL RESIDENCE (Where deceated lived. If insiution: Residence before odmission) 

By ie ©. COUNTY, R f ri A AataNe Mp b PUNY, in ae 

a) 8 . CITY OR TOWN {If optside corporote limits, write RURAL ond give nearest town) 

oe 

2 Of CAL WESTIVWSTE RX 


d. NAME OF HOSPITAL {If not in hospital, give itreet - d. STREET ADDRESS 8. 1S RESIDENCE 
— Re OR JNSTITUTION La ON AFARM? 
=e b oD YES 
£5 NAME OF i Middle 4. DATE Month oy Year 
~_ — a GF - 
£5 {Type oF print) L /L LIAKI FE 4A IME SOWE / 95° Z 
o 5. SEX 6. COLOR OR RACE | 7. MARRIED ZLNever MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
a Meg lost biethdoy) Min, 
WIDOWED [] olvorceo [] iy yrs. 
109. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of working lit even if retired) 


82 
a - 
7 AD.- USA 
as 14. MOTHER'S MAIDEN NAME 
Bt 
§ 
é Lads 2 IONS 
sy 

2 is, WAS DECEAS 17, INFORMANT pes AAD PSTEAO 
8 ‘ P 
) E Iv] D-~ 
$ 18. CAUSE OF DEATH [Enter only one couse per line for 16)/Ab), ond (c)-) INTERVAL BETWEEN 
a PART 1, DEATH WAS CAUSED BY: , ie maa 
§ IMMEDIATE CAUSE (0) — fete LL ek CA eA, 
# a) DUE TO 

Conditions, if any, which 

gove rise to immediote 

cote {0}, stoting the under, ( CUETO 

lying couse lost, (c). 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. Was AUTOrsY 
| awd yes] Nowy 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item IB.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
[20c, TIME OF INJURY Month, ty Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form ae {City oF town) {Counly) (Stote} 
Hour a. m. ytite Not while factory, street, reese bidg.. ae 
pom. t work J —— ar 


21. | certify] thot | ottended the ie from £0, Ud re) LF... 19L Z.that | lost sow the deceased - 


olive on } LG, et Za, ond tht deoth occurred o nile , from the causes ond on the dote stated above. *~ 
7} y/ ADDRESS (Street, city or toyn, stote) DATE SIGNED _. 
se enced E, LSoata 


is certificate has been signed by the attending physician and completely 


ached for use as the burial-transit permit. 
MEDICAL CERTIFICATION 


R: After 


Be) 
“i wo LL 0 Masa Shor CHL 
Ofa2 " 
26os 
232 LLL LIU LD LOY, age 2D! Mes PA, 
SSyo 220. Buntal. CREMATION, Say ip DATE THEREOF, | Zac. NAME OF CEMETERY OR CREMATORY 7°" aun Zc. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, oF county) Stote) 
¢ 

.) 32 & ie ye Specify) * as. 
mee V a: TLL 2D = STL A 2 Pal 
le 24a. ast 'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

VS AIS (4 f . “/, 
ass DATE af fe: Af Fatal Lo £44 


3A Nvaune 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0} 7 DHF 
w ' 6153 CERTIFICATE OF DEATH guna 


ow 


~ ve 

ty ¥ '; A Mesa aol 2 seeia beg ings By (Where deceased lived. If institution: Residence before odmi: 
5 8a ° °. *, om b. COUNTY 
& ee Carroll ae Maryland 
= rr] 3 =~b. CITY OR TOWN (If outside corporote fimits,.write | ¢, LENGTH OF STAY IN 1b -c. CITY:'OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
$s RURAL ond give nearest town) reall . a . 4 
- = Sykesville ds yr. 7 Bibs Baltit a City V f= 
= — d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
‘6 “a 3] or wise ss ey ” ON A FARM? 
apes Springfield State Hosvital 223 Woodlawn Road Yes] No [% 
5 2 

° 3. NAME OF First Middl 4. DATE af 
= ’ NAME OF irs iddle low Da Month Doy pe 
a 3 (Type or print) Edith Beziat DEATH June aD 19 5 
* zis 7 Ur 22 
of é 6 cee ‘OR RACE |7. MARRIED (C] NEVER MARRIEOJx) | 8. "DATE OF BIRTH %. AGE (tn peor IF UNDER 1 YEAR| iF UNDER 24 HRS. 
= “ ¥) [Months] Do, Min. 
ee Female ihite |wiooweeQ _ovorceoO) Mar. 6-1876 or" [ec bx? -) 
2 ae 0a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 8% during most of working life, even if retired) Pe =4 4 fate 
BE ves / None - Uededs iryland -O.4. 
2. 8 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
g 88 : 5 F canee s ly Brown 
5 3 } Ltor IZLE varan own 
& 3 15. WAS DeEEaseD EVEL IN U, $. ARMED ee 16, Eeocial SECURITY NO. | 17. INFORMANT Address 
= £ Es TYes, 20, of unknown} (tye, give wor or doles of service} . * : ‘ Pe 2 
S$ 988 OL ---s--- ann Esbetntatetata! Tospital Recerds- Springfield State 
£ * 

, 9 ge 18. CAUSE OF DEATH [Enter only one couse per line for (a), {b). ond (c}-] TIS Ee | inteRvat BETWEEN 
3 a PART |. DEATH WAS CAUSED BY: ee el : oe OVS. 
2 § WAMEDIATE CAUSE (0 neumonia + 
3 = “Iax DUE TO 


Conditions, if any, which 
gove rise to immediote 
cotse (0), stoting the under. 
lying couse lost. (¢). 


Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)] 19. piace 
Li : ves] not] 
200. ACCIDENT WAS UNDERLYING [}__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port U or Port IW of item 1B.) 
OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, ; 20f. (City or town) (County) (Stote) 
Hour a.m. While Nai ti factory, street, office bidg., e' 
p.m. jot work [7] of work 


21. | certify that | attended the deceased nae Le 4m, WAS, toe ee 19.2°Z,that | last saw the deceased 


alive Eley ee oe w2Z ;-- and that death occurred ot.22-0.2M, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


mo. 2DPingfield State Hospital 6-22-57. 


10 Yrs. 


requires 


MEDICAL CERTIFICATION, 


After this certificate has been signed by the attending physician and campletely filled in by 


tached For use as the burial-transit permit. 


¢ hospital ar attending ph 
the registrar prior ta burial, cremation, ar remaval, and in any event wii 


mioeaus oN. oN. Mastin K.D, et a aryland 


‘Zo. BURI, ae by, . DATE THEREOF —. CEMETERY OR)CREMATORY 2 0 Pr , town, oF county) (Stote) 
see oe rh j 
, ae) Geineet 15-7) Diced fodloe om. Balen Ped 


oR oxi i? 5 7 bere cape aH 
V3 AIS ' . 
ws é Zk Lhy of Lita ON Mb fe 2 | Argo eer, 


poge 3 should b 


may be retained 


TO HOSPITAL OR ATTENDING PHYSICIAN: The | 
th 
TO FUNERAL ng: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


. 6160 CERTIFICATE OF DEATH aE a b1layy 


ond 


7 


ae { Ma y _ 

3 3 \ M : Leith 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
°. 3. 

32 Carroll MARYLAND Maryland — °°’"Garroll 

Be b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ©. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 

52 RURAL ond give nearest town) “i 

=a Rural-Westminster 9 yrs_||X/ Rural--Westminster 


d, NAME OF HOSPITAL (If not in hospitol, give street oddress) 


cI a. OR INSTITUTION , d. STREET ADDRESS e. is RESIDENCE 
= | ; f R.D. # 5 ve] NOD 
5 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
3 (ype oF print) CHESTER We BUCKINGHAM DEATH JUNE 18, 19 57 
° : ; ee ; [IF UNDER 1 YEAR] IF UNDE! E 
FQ 5. SEX 6. COLOR OR RACE MARRIED (} NEVER MARRIED Bo] 8. DATE OF BIRTH 9% ‘nae par eo R 2 ns 
4 male white |wioowet _ oivorceo () a9) ys. 
Ta. USUAL OCCUPATION {Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
] during most of working life, even if retired) 
! farmer Maryland U.S. 
43. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Willie F. Buckingham Carrie Leatherwood 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
i (Yes. no, oF unknowns, {IF yes, give wor or dates of service) a 
! es W.W. 11 -- W.F. Buckingham Same 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c)-] 


PART I, DEATH WAS CAUSED BY REBRA bw StEMORRHAGLE 


DUE TO 
Ge 


INTERVAL BETWEEN 


ONSET yp oe 
Zz S. 


Then please remove carbon popers. 


f #4 
Conditions, if ony, which 

. 7 é () 
goye rise to immediote 


ERTEN Si 


co¥se (o}, stoting the under: DUE TO 
lying couse lost. ie 

Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. w aS ADT a 
a ves] NOT 


20a. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


R: After this certificate has been signed by the ottending physicion and campletely filled in by 1! 


Flached for use as the burial-transit permit. 
the registror prior to buriol, cremotion, or removol, and in any event within 72 hours ofter deoth. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours after deoth. Poge 4 


0c, TIME OF INJURY Month, Doy, Year |20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) {Stote) 
5. Hour o. m. While Nol while foctory, street, office bidg., ete.) ! 
3 p.m. 19 Jot work [J of work i 
$ 21. | certify thot | attended the deceased froma UWE 7 5, 19367, 10 = wwe LS, T9sh-f.that | last saw the deceased 
= olive on S/AWVE 19, 1999, =--- ond that deoth occurred ol2” JM, from the couses ond on the dote stoted above. 
. g ADORESS (Stret, city or town, tote) DATE SIGNED 
oad || |Sewature MAdiite  - wo LODE MAIN TREE 
ee 7 = WN, : 
re mates limes 7? MAR a WestminsTER IND 
3 3 24 q AL CR is 22d. LOCATION (City, town, or county} (Stote) 
O 
bee B d Carroll Co., Mad, 
S 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24. REC'D BX REGISTRARL=['HO. REGISTRARS SIGNATHE, 
¥S,AS C. M. Waltz, Winfield, Md. N od 15 ARO ale 


a G 


$A Avauna 


é 


Daarsodt 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6161 CERTIFICATE OF DEATH 


—i 


06156 


3 ( if Reg. Dist, No. 
£ a T eis al Wy USUAL ljepeehics (Where deceased lived. If institution: Residence before odmission) 
‘3 z L MARYLAND 9.5) b. COUNTY 7+ 4 ae 
3 3 b. eng ie LA at outside ar je limits, wrile |<. 30. OF STAY IN 1b « CITY % TOWNA{(If outside corporate limits, write ee ond give neorest town) 
§ : 
é So years [x2 Rural - Ad Are 
d. NAME OF HOSPITAL (If = he nal, treet addr bi me ADDRESS. . IS RESIDENCE 
“ ) OR INSTITUTION 49 se eres re te z Flap marsh * ON A FARM? 
ae Route Road yes [] NO 
3. Sea First Middle Lost 4. DATE Month Day Yeor 
{type or print) Luanna Chane ban June H 19.57 


5. SEX 6. COLOR OR RACE | 7. MARRIED Pa NEVER MARRIED [-] | 8. DATE OF 8IXTH ae nye ss IF UNDER 1 YEARLIF UNDER 24 HRS. 
ont bicthdoy| Do Ta 
Feuale | white |woowot — ovoreog |-Dee.24, /87S A ae Bee ala DB « 
100. ee OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign 1 tS. 12, CITIZEN OF WHAT COUNTRY? 
during mos! of working life, avep if relired) 
UbYSE 4x ome. LAav naa , 


— 
sy 


Then please remave carbon papers. Pages } and 2 


13. FATHER'S NAME ins THER'S oe, Sane 
ts 
Valentine Hartma crenelia Finw Bost 
" WAS kcal U.S. a ee 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
eo ere : ‘ 
D = No Olivey Chane fk 2 - Mt biry My 
18, CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (¢).] ’ INTERVAL BETWEEN 
par commen, Az teriosclerotfa & (-Di$ease Pea 
&y DUE TO (} pave THA 
Conditions, if any, which © 


to immediate 


DUE TO 
g 


After this certificate has been signed by the attending physician and campletely filled in by #! 


may be retained the hospital 


(3 

a 

= 
BBs 4 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO CEATH SUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)| 19. recat 
> Zz = 
€35 3 ves] No py 
203 % [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nolure of injury in Part | or Part Wl of item 18) 
= & | OR CONTRIBUTING CI CAUSE OF DEATH 
eae & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
2 2 
BES & |20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20f. {City or town) (County) (State) 
628 a Hour a. n. While Nat wien factory, street, office bldg., etc.) 

= = p.m. lat work [1] at work H 

5 7 =, 

a 21. | certify that I ae ae TF em. 2% NOS Ate ae a x Me - 19 LZ, that | tast saw the deceased 

3 

2's alive on_.. ., and that death becikied nee en fram the cause$ and an the date stated abave. 


ADDRESS ee city oF town, state) DATE SIGNED 
ACTUAL cys Te Z rufa Bete, 
ite L20S ZcLeutll eee a Ap. ,. Li, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 
the registrar priar to burial, cremation, ar remaval, and in any event within 72 haurs after death. 


Poe 

az 

=3 PHYSICIAN'S 

< 2 NAME (Type! B ly we ’ 

go 7a. BURIAL, CREMATION, | 22b,, DATE THEREOF OF Sf Ca 22g, LOCATION (City, town, of 

Zo T ty, ton nty) (State) 

MO Sy . 

zg (PRE? | C-1e-57_\Oo 2/92 pengs  \ouprd 6. Sa. 

) 23. FUNERAL DIRECTORS SIGNATURE DRESS, ‘Qa. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

1: vy . rs ? as 
Yew Boe eee pl ore Z-/ 5-5 J LA 


8 “A Nvaung 


PNAS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06157 
, 6162 CERTIFICATE OF DEATH 


| 


fe Reg. Dist. No. 

y = i ‘ aie ria ee DEATH = cotati (Where deceased lived. If institution: Residence befare admission) 

tu v = a. b. COUNTY 

632 Carroll vib Loca Maryland 

Se b, CITY OR TOWN (If outside carporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside carporote limits, write RURAL and give nearest tawn) 

s 2 RURAL and give nearest lawn) 

“y Sykesville MO» 1.2.da + Baltimore 31 VO/-F 
& d, NAME OF HOSPITAL (If nat in hospital, give street cure, d. STREET ADORESS @. 1S RESIDENCE 
oR UU ON ON A FARM? , 


Spring fic 1 spita £19 Thames Street ves) NO) \/ 
3. HANG ge First vidi Chmielewsles 4 past Month Doy Yeor 
(Type ar print) JOHN CHEELESCKI DEATH June 21 w57 


5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] 
Male White winowed [1] Divorced fi 


10a. USUAL OCCUPATION (Give kind of wor 


B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
7- Bi 89 eee Months eel Hours | Min. 
= yes. 


rk dane| 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or fareign country) 12. CITIZEN OF WHAT COUNTRY? 


Then please remave corbon papers. Pages 1 ond 2 


|, cremotion, or removal, ond in ony event within 7: 


< ) during most of warking life, even if retired} oe 
£ ‘| Fisherman's Asste Maryland U.S.A, 
3 V3. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
1) Jacob Frances 

15. WAS DECEASED EVER IN U. S. ARMED. roe 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 

ie ivy Sere eae Se 

eee ee ro |e Springfield State Hospital - Sykesville, Md. 

18, CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond (c}.] NE EAA 
PART |. DEATH WAS CAUSED BY: ~ : 
IMMEDIATE CAUSE (a! onchnopnepymonis yee 
Lk Sry ey DUE TO 
Canditions, if any, which Arteriosclerosis with hemiparesis 7 years 


Qove rise to immediate 
couse (a), staling the under. ( OVE TO 


lying cause lost, te) 


ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART fo) ]19. hee pao "| 
%| CBS associated with circulatory disturbance, | With cerebral arteriosclerq-y¢ ec) NO El 
uv a con wos gs Gechroni ho sm 

= | 200. AC DEN AG ul ROeRLYING 11] 20b. DESCRIBE HOW INJURY OCCURRED. Enter" aaiere af injury in aie tor Port Il at stem Tm) 

& | OR CONTRIBUTING C] CAUSE OF DEATH , 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) CF 

2 

y 

fe] 

= 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County} (State) 
Hour an. While Not. white foctary, street, affice bldg., etc}! 
p.m. 19 fot wark [] ot work (J Hl 
0 


_.. 1957..,that | lost saw the deceased 


19.5), to G21 


21. | certify that | attended the deceased from 


R: After this certificote hos been signed by the ottending physicion and completely filled in by # 


the hospital of attending physicion. 
toched for use as the buriol-tronsit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours after death: Poge 4 


3 
“3 alive on____. G=2 ee wr, ond that death occurred at_33116/\ m, fram the causes and on the date stated abave. 
= gy ADDRESS (Streel, city ar tawn, state) DATE SIGNED 
yee 8 [| [Renato Wer are mo, ......spriugticld Stake Hospital 6-24-87. 
£azea 
25 PHYS . Vie F 
222 g =o Martin Gross, M. D. _.._ Sykesville, Mary 
82° Zac. NAME OF CEMETERY OREXERALAEORY Md, LOCATION (City, fawn, or county) — 
>D.o > - " 2 : 
Bae 6-2 npoeotanigslhaus Cenetery 300 Dundalk a 9 
= 23. FUN — ! ‘ADDRESS , 24a, REC'D BY REGISTRAR | 24b, na RONtGee 
VS AIS 705 South Ann Street, 
15M 97 ue Walker, 705 soutn tom strorhce 29709 | (edeeg 2 


=— MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


& - 6163 CERTIFICATE OF DEATH 06458 


‘S 


Reg. Dist. No. 


< « 
3% = 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence belgrp odefasion) 
> 
é 3 0. COUNTY : WA aeRO 0. STATE Marv] and b. COUNTY Lhe ot 
2 Berbimore- ary mote EZ ot, 
£ 36 b. CITY OR TOWN (IF outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limi, write RURAL ond give nearest town) 
5 s RURAL ond give neorest town) J i g 
ud c 
i Atle HG x Jala BELLE A 
a e d. Wane OF HOSEA (if not in hospitol, give street address) 7 d. STREET ADDRESS y #15 RESIDENCE 
° —_ - ; 
has / Springfield State Hospital Unknown yes] no} 
3 ose 
2 £6 3. NAME OF First Middle lost 4, DATE Month Doy Yeor 
= a= DECEASED P OF 
S Si (lype or print} Elizabeth Clayton DEATH June 2h 1957 
ss o $. SEX 6. COLOR OR RACE | 7. MARRIED SP NEVER MARRIED (7 J &. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Jet lost birthdoy) [Months] Days Min. 
ge he Female White _|wivoweo RR pivorceo [J Unknown 71 (2) 
£ ERs }00. USUAL OCCUPATION (Give kind of work done] 10b. ge hem OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 £ 
2 82 during gos) of, working life, even if reyfred) Bassesa < 
e 32 an 
$ 2es ary, WS. Abs 
tae 23 / 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5 oo. ” 
ni etek Horace L. Smith Elizabeth Nimmo 
= £a8 15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Addre, 
22 
= oo 33 Yes. 0. oF unknewn) (if yes, give wor or dotes of service) FZ yy: * 4, 
Me pay oO “Ca es 4 (Setter si ‘ 
«2 £2 
6 U8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (6). ond (c}-] INTERVAL BETWEEN 
3 265 PART 1. DEATH WAS CAUSED BY: Wivetaa 
2 2 Ss IMMEDIATE CAUSE (0) Coronary 0 icclusicn Minutes 
> te? qi . DUE TO 
= 32> Conditions, i ony, which ra 
3 8 5 °° gove rise to immediate Bue TO 
= 26c¢ i 
S. wintee cote (0), stofing the under 
eaav lying cause fost, {c} 
Secs oT Se 
2285 = é Part Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOFSY 
2 s0fg ¢ i 
Bust = 
eases iS Schizophrenia, Paranoid Type Pe Yes § NOT] 
2 2 v 
Fovss © 200. ACCIDENT WAS UNDERLYING C1200. DESCRIBE HOW INJURY OCCURRED. ree nolure of injury in Port ! or Port of item 1B.) 
aac & | OR CONTRIOUTING Ld CAUSE OF DEATH 
a gees & | (UE ETHER, NOTIFY MEDICAL EXAMINER} 
g Os 65 G [20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. es OF INJURY (Home, farm. | 20f. (City or town} {County} (State) 
= b.2 35 3 Hour o. m. While Not while toctory, street, office bldg., etc.) | 
5 eee S p.m. 19 ot work (J at work CJ i 
os. 55 
2335 - 21. | certify that | attended the deceased from._.L0/26.__ WAG, 10 6/2. .. 19.S2..that | lost saw the deceased 
‘peg 2.8 
By € $3 alive one Ope ane Tees 2, ond “ death occurred at.6:.28 _AM, from the causes and ‘on the date stated above, 
E = ©: 4 ADDRESS (Street, sity ‘or town, a) DATE SIGNED 
<5. ACTUAL ba thé, l wh le hthe ke 
eee? / | [Si Laud Jaan pele z the, — Mall, 
< =a 
Zea85 PHYSICIAN'S f hegtelt V 
hegee NAME (Type) /1L/CLC cee as pA BO Ai LLth), feet AC UUAL AY EEE 4 sa — 
SSeS 72a. BURIAL CREMATION, pea ae lcgewatety | 22d. LOCATION |i icone ity, town, oF county) ff (Siete 
o,5 8° w PVAL (Specify) 
=n ee ay 7 Ze ¢ g 
o fo ft fe YPC EKO ZU 
Lad Lod 


= gay >} ch ae 24a. ee by ao ‘Ub. ESI} RAN RS SIGNATURE 
VS A1S (4) N o 4 ¢ - ZB. S - 
YEM5/Se ] Ba ay DATE y 


3A nvauna 


DB ansox 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6164 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 5s ae. 06159 


FOR STATE 
HEALTH DEPT. [7 pace oF peaTH . USUAL RESIDENCE (Where deceosed lived. IF inslitution: Residence before odmission) 
eo ge *. COUNTY ee ©. STATE b. COUNTY (p 
83 saat ENO. _f Cr. 
9 b. CITY OR TOWN (it ovtnde eorporote hii, write RURAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
es oe ye < i 2* y: 
ae Vite tH $ haya = Etez~ FS Mary 
3s d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitol, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
Eee CO ON A FARM? 
2oR@. C yes (No LT] 
Se kex = ra Samael 
3 S 3 B3 5 beth oF Fist i Lost 4. DATE Month Dey Year 
ts72) timer Weitere R Le Ven | Sam Af ns 
SO ae 3 5. SEX 6. COLOR OR RACE |7- MARRIED [) NEVER MARRIED [[}| 8. OATE OF BIRTH IEUNDER 1YEAR] tf UNDER 24 
=> 35 Month: Ki Mi 
EE NM Ale WHITE oarnenst pivorceo (] Gorn 7 a eae | 
3 eae) = \" USUAL OCCUPATION (Give kind of nap done] 10b. Ki 2 BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign ee 12. CITIZEN OF WHAT COUNTRY? 
, DER uring nga oF working lite, evan if refi Z 
Bai So - 
a A: RETHRED Leal ae. 
33 gs 5 3, FATHER'S NAM| a 14. MOTHER'S MAIDEN NAME 
ree col k Be Pinecie~ 
sa ees PAN 
fests 15. WAS DECEASEO EVER IN U. & ARMED FORCES? |16. on SECURITY NO. |17. IYEORMA Addron , RO a7 
x l= py [¥e1, no, er uninown) {H yes. gi wor or dotes of service} 
Pi | 4 body UargaKe, 
Sete —— = . 
at 18. “oe - = ge per line fpr {0}, (b), ond (c).] isigvactrtn 
ae PART I. OEA us : a é Te 
Be2e° IMMEDIATE CAUSE (0) or aa Qotheecpn, = 
geste KO./ QUE TO 
Pi: £ Conditions, if ony, which (by Pp? 
aaa Gove rise to immediote cove 
Peses (0), stoling the underlying( CUETO 
3; < rr couse lost. {o). a 
= Ps — 
.egs 3 PART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)] 19. Was auTorsy 
souy0 
8soes OlS vest] not] 
Sass “Ve A 
ES 8 & [200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18.) 
Svels & | PRIMARY C] or CONTRIBUTING 1 
roe 8 | CAUSE OF DEATH. 
E353 — = 
# oes 3 ] 20. TIME OF INJURY Month. Doy, Yeor | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form 1'20F. (Cily or town) (County) (Stote) 
Hera 5 Hour o. m. While Not while foctory. street, office bidg.. etc.) 
Pees = p.m. 1 of work [[] of work : 
ft or rr 5 . 
; eee 21. U certify that | took charge of the remoins described above, held an Autopsy 0. Inspection fg, Inquiry va and in my 
ste opinian deayh fesulted from: Natural causes ccident [], Suicide [], Homicide [], Undetermined manner [] 


DATE SiGNED 


M.D. CHIEF MEDICAL EXAMINER [(} 


4 SIGNATURE” CAEN 
ao a ASSISTANT MEDICAL EXAMINER [} & 
Ai ¥ -, 
HaMAteeg 4 ey eae Marr & fre DEPUTY MEDICAL examiner BX 44 my 7 
Q2o. BURIAL. CREMATION. |22b. DATE THEREOF ic. NAME OF CEMETERY OR CREMATORY [* LOCATION (City, town, or or ceunly) $67 (Sot) 


fs 
OVAL cotta] Y 2, / P . Be \ Low, ey L A Eo, “A. 
Ihe. Ks BY REGISTRAR lig sci: necu 'S SIGNATURE 


Ciorrhard UL eed yt D- as? | Maree? + hil, 


or its designated agent, 


4 should be fo 


execute the c 
TO FUNERAL DI 


TO DEPUTY MEDICAL EXAMINER 
ertificg' 


¥ A nvzng 


Zg6t S Nf 
ay 

ms nslH) cif, 
ly IN| 3] al 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
CERTIFICATE OF DEATH eatin, mn, COF60 


8 O 
1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If inultuton: Residence before odission) 
°. 8. b. COUNTY 
MARYLAND iy 
OLE NeseesNor wes Agel, 4h 
b. CITY OR TOWN (If outside corporote limits, write Je, LENGTH OF STAY IN Ib || _c. CITY OR TOWAi (If outside corporate limits, write RURAL ond give nearest lown) 
RURAL ond give nearest town), , (} ; 
- Rusatl: He. Ah ds alge. Med. QRure £ hint hes ayr 0h Q, / 
! d. NAME OF HOSATAL (If not in hospital, give street oddress) d. STREET ADDRESS ©. 1 RESIDENCE 
n OR INSTITUTION ON A FARM? 
_ Yes (] Nog" 
3. NAME OF First Middl lo mM y. 
ANE Ge irs idle st jonth Day cor 


A N H ey 3 957 
5. SEX ROR RACE [7. MARRIED EY-NEVER MARRIED [1] | 8. DATE OF BIRTH 9K IF UNDER 1 YEAR] IF UNDER 24 HRS. 
Hours] Min. 
al er | ey "ae ila liad 
100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUGERY |11. BIRTHPXACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 0 f 
[ante Akt th AA PVA GI 4 hee td, WwS.A. 


c 
ie thc I At LZ: Le iam Oa 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
(Yet, 10. ge unknown) Mt yes, give wor or dotes of service) e) 7 ey j 
0 WE umsd Yikes [Lltescdtor. 2nd. 


1B, CAUSE OF DEATH [Enter only one cause per line for (0), {b), ond (e).] Paki ‘AL BETWEEN 


PART |. DEATH WAS CAUSED BY: . ISET AND DEATH 
a IMMEDIATE CAUSE (o} 


DUE TO 2 OZ 


Conditions, if any, which 
gove rise to immediate 
couse {a), slating the under. OUE TO 


Pages 1 and 2 


(Type or print) AA 3 PA rr A, 
6. COLOT 


m= 
g 
Z 
Zz 
z 


72 hours after death. 
sS 


that the death certificate be executed within 24 haurs after death: Page 4 
Then pleose remave carbon papers. 


ires 


yes[] No fy 


> 
Ks lying couse lost. fe) 

z Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}] 9. WAS AUTOFSY 
‘e 

ez 

= 


200, ACCIDENT WAS UNDERLYING (1) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


rtificate has been signed by the attending physician and completely filled in by } 


z 
fe] 
= 
$ 
2 
& 
v 
bs 
& 
a 
& 
= 


burial, cremation, ar removal, and in any event with 


ached for use os the burial-tronsit permit. 


¢ 
° 
S. 
<= 
a 
Da 
= 
Z3 
<5 
Bos 20c. TIME OF INJURY Month, Dy, Yeor [20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20F. (Cily or town) (County) (State) 
ese Hour 0. n, While Not while foctory, street, office bldg., ete.) | 
Es pom. W fat work [of work [J H 
Sas jl a) we 3 
z3 rd 21. | certify that | ottended the deceased from.Cx-24 124.0, 9.228, 0 fee 2.., 9B A thot | lost saw the deceosec! 
< : me 
2 8g olive on___ meet es 27, ond tHot deoth occurred otHei:1Q. A.M, from the couses ond on fete stated above. 
E= . ADDRESS (Street, city 9r town, state) : JJ aTe SIGNED 
<3 ie ACTUAL Gz A o> mae Dew 
«ooo y) SIGNA Z MO, 20.322 CBI AN ALLE ae on 
Oraza / D a) 7 
az2ua3 PHYSICIAN'S 
Eezes NAME (Type)__/ D. 5 2772S 
= £5 a —— 
gigos Zo. BURIAL, CREMATION, | 2b. DATE THEREOF ‘lc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, of county) (Storey 
g SRes REMOVAL (Spgcify} b/s /s < J 
ofo a= Bd eh et A 10) ram be E LACILA OMA DIY a 
e F 23. FUNERAL DIRECTOR'S SIGNATURE 24a, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


‘S 


patty Yel 4S  Grped Y Lienotic? 


Q 


ret 
= 
Ba 
&. 
& 


$°A NVIUNS 


Ree NO 
® 


ie Neon 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after death, Page 4 


med 


nerol directar, 
be filed with 


Then please remove carbon papers. Pages 1 ond 2 


icote hos been signed by the attending physician ond completely filled in by 


te 

& 
522 
Bg65 
za 
485 
ot 5 
£24 
ao) e 

ca 
ones 
on 8 
= ae 
coe. 
= 5 
ase 
Be 
<2 
fas 


a 


the registror prior to burial, cremation, or remaval, and in any event wii 


moy be re! 
TO FUNERAL 
page 3 shavid 


2 hours after death. 


\ 


VS it fs) 
15M 9, 


by 


3. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [1] | 8 DATE OF BIRTH 9. AGE tna 
Male White  |wivooweto g} pivorceo [} May 11, 1886 at ‘ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 igs 
6166 CERTIFICATE OF DEATH ae ee 


Reg. Dist. No. 
1 Menai DEATH 7 Inchap apse (Where deceosed lived. If institution: Residence before odmistion) 
°. b, 
Carroll MARYLAND Maryland count Bal'te,@iby: 
b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) Vv 
RURAL ond give neorest town) 
Sykesville 20 days Baltimore 
d. NAME OF HOSPITAL (If nol in hospitol, give street oddress) d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 3914 Mt. Pleasant Ave. ves []_NO 
3. NAME OF First Middle lost OATE Month Day Yeor 
DECEASED. OF 
(Type or print) Amedeo DeSANTIS DEATH June 30 1957 


IF UNDER | YEAR 


IE UNDER 24 HRS. 
Min. 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar fareign country) 
during mast of working life, even if retired) 
Italy 


Truckman - 
14. MOTHER'S MAIDEN NAME 


13. FATHER’S NAME 
Jerome DeSantis Sominica DeSantis 
17. INFORMANT 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


16. SOCIAL SECURITY NO. 


Address 


Yes, 9 or unknown) At yes., we sqevige) 
“tes | VOIR to WIS | - Springfield State Hospital 
18, CAUSE OF DEATH [Enter only one couse per line for {0}, (b), ond (c}. ] INTERVAL BETWEEN 
PART DEAT NEGIATE CAUSE | Artertosclerotic heart di he ae 
IMMEDIATE CAUSE (a) is isease Years 
“Ho. DUE TO 
Conditions. if ony, which a Generalized arteriosclerosis Years 


gove rise 10 immediote 
: TET 
tot th der- 
lying calietteitng a § Bronchopneumonia Days 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) | 19. tape ey 
C.B.Ss associat ed with senile brain disease with psychotic reaction. ves) No] 


20a. ACCIDENT WAS. ‘aaa ING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Port I! of item 1B.) 
OR CONTRIBUTING 0) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —_|20e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (State) 
Hour 9. m. While Not while factory, street, office bldg. etc.) 
p.m 19 Jet work [] at work [ t 
21. | certify that | attended the deceased from___June.10, _, 19.57., June 30, 19.57 that | last saw the deceased 
alive on_June_ ag pee | es ge and that degth occurred at._9:O00PM, fram the causes and on the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
. Springfield State Hospital’ Ta. 


riseiak's / Aeustin delCampo, M.D. 


_Maryland _ 


‘Zo. BURIAL, Cae 2b. DATE THEREOF ela OR CREMATORY 72d. LOCATION (Gity, town, or county) (Stote) 
oe pecif 
aay Ath yd OA’ 


23. sy DIRECTOR’ 'S bet st ¢ ADDRESS. 


¢ 


sigladlag St Ze, 


3A “bik 


Dy, ost 


fl 


a 
be filed with 
N 


neral directar, 


id 


Pages 1 ond 2 


Then please remove carbon papers. 


R: After this certificate has been signed by the attending physician and completely filled in by 


fetached for use as the burial-transit permit. 
the registrar prior ta burial, cremation, ar removal, and in any event within 72 hours after di 


ad 


moy be retained by the hospital or attending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death, Page 4 
page 3 shau!ld 


TO FUNERAL Di 


V5. A15 (4) \ 
15M 975! 


1) 


ae ower 9 .0L8 /, tiie LA aes Ad A a vate 6/5/57 0, ky. Weer! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


6167 CERTIFICATE OF DEATH Mae! Pl 


| ves etal # bie sland Sd (Where deceosed lived. {f institution: Residence befare admission} 
ct a i 
Carroll MARYLAND Maryland ». COUNTY’ = Balivegetuy: 

b. CITY OR TOWN (If autside carporate limits, write | ¢ LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside carporote limits, write RURAL and give nearest tawn) 
RURAL and give neorest tawn} - 

Sykesville 6mos. 8days Baltimore VE, L. 

d. NAME OF HOSPITAL (If nat in haspital, give street address) d STREET ADDRESS . fe. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 617 Harwood Avenue, Balto, 12.| vs) nom 

3. NAME OF First Middle last 4. DATE Month Gey Yeor 

DECEASED OF 

(Type ar print) Dewey Wharton DODSON DEATH June 25, 1957 

5. ve 6. COLOR OR RACE |7. MARIE] NEVER MARRIED ["] |8. DATE OF BIRTH 9. AGE (In yeors RIIF UNDER 24 HRS. _ 


Min. 


White wiboweD [] pivorceo [J May 5, 1898 ‘Sgn 


100. nt PAGE : sty piper 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12, CITIZEN OF WHAT COUNTRY? 
alesman - Yt Virginia U.S.A. 
13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Malachi Dodson Leslie Bowman 

Tee Ere IE Ser el nees? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 

No - 139-03-8766 Springfield Hospital Records 

18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b). ond (c). ] Sey ea 

rant orang was custo gr, Pulmonary embolism Hour 


LY DUE TO 


Conditions, i ony, which) gy ___‘Thrombophlebitis, left leg | eas 
cove ol tting the under ¢ UE TO 


lying Jost. te) 


5 Parr Il, OTHER SIGNIFICANT SES CONTRIBUT, ith cere TO DEATH bre ear ‘© THE TERMINAL DISEASE conn N GIVEN IN PART 1(a)|19. WAS AUTOPSY 
£(.B.S.assoc.with circed Ste osclerosis,w Rte 28 
$ sl} nom 
= | 200. ACCIDENT WAS UNDERLYING G 206. escane HOW rE ‘OCCURRED. ion noture of injury in Part | ar Part Il af item 18.) 
& | oR CONTRIBUTING TJ CAUSE OF DEATH 
& (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& [ite Time OF WNIURY Month, Dey. Yeor 20d, INJURY OCCURRED [20 PLACE OF INJURY (Home, form, 1207 ( {City or town) (County) (Stote) 
a PP aA: White. Nae tiers foctory, street, office bldg., = 
= pm Jat wark [1] at work 
21. | certify that | attended the deceased from. laa 1% 19.50, ro.Sune 25, 19.21 thot | lost saw the deceased 
alive on legth occurred a. Bal OA M, from the couses and on the date stated obove 
ADDRESS (Street, city ar fawn, state) DATE SIGNED 
SGNun Springfield State Hospital ___6/25/5? 
eo mas. es See 
es Gregity) 
Lit: 6-29-S. Lpelitowo YL: 
23 Le RAL on CTOR'S SIGNATURE a 2do. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


6163 CERTIFICATE OF DEATH N61) | 


ad 


Reg. Dit?. No. é 


ADDRESS (Street. city or town, stote) DATE SIGNED 


8/6/57 


alive on_-2 9 9RO. 55... _.--, eat, and yi, death occurred at_9345 PM, from the causes and an the date stated abave. 


ACTUAL 
SIGNAT! 


Ld 


ote re Springfield State Hospital. 


~ ve 
| es 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& 33 Antes - a. STATE b. COUNTY 
°. é 

a ee Carroll Bae Maryland 
£3 | B. CITY OR TOWN [If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporate limits, write RURAL ond give nearest town) 
g os RURAL ond give nearest town) 4 
2 su Sykesville R3yrs ,6mos,2 Baltimore City 
2 R 3 d. NAME OF HOSPITAL (If not in hospitol, give street address) d STREET ADDRESS @. 1S RESIDENCE 
3. } = OR INSTITUTION ON A FARM? 
c s5. / : efield State Hospital 2110 West Mulberry Street yes] nom 
° ec rs arr 

3. NAME OF First Middl lost 4. DATE Month ¥ 
aoe DECEASED. Wh Eis 4 OF ng ued pf 
s 25 (Type or print) James 44 - DOGGETT DEATH June 5 1957 
ec & Fae 4 
¢ ae 5. SEX 6. COLOR OR RACE |7. MARRIED LAX NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE [In yeors If UNDER 1 YEAR] IF UNDER 24 HRS. 
53 3° s iJ jas! birthdoy) Doys | Hours | Min. 
2 ge M W WIDOWED pworcet?] | January 2, 1885 72 
2 — & q 109. USUAL OCCUPATION {Give hind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE aan ‘or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
5 < 
oY 8 oe during most of working life, even if retired) US. 
zg ed Carpenter - Maryland A. 
4 bey 2 & 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

e€5c 

° 
$3 : William Doggett Rebecca De Haven 
= £8 Bret [is was DECEASEDEVER IN U. S. ARMED FORCES? [16, SOCIAI SECURITY NO. 17. INFORMANT Address 
= aé Wes. no or unknown) UI yer, give war or dates of tervice) 
ig 2 rigs [-) = unk Springfield Hospital records 
ey Ae 
@ 28 2 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}. ond (c).] INTERVAL BETWEEN 
ov £ay PART I. DEATH WAS CAUSED 8Y: 
ee 2 IMMEDIATE CAUSE ()_ Meningo~encephalitis, syphilitic ars 
< Zz $ ORSK DUE TO 
Cae ees 3, if any, which 
3 RES pig iat (bp. 
3 E Gove rise to immedia 
5 sh couse (o}, stoting the under. ( DUE TO 
& ec a 2 lying couse lost. p-» (c) 
38 3 S a a Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART t(0)/ 19. PERERA 
2 RoFS viz 
28s g ‘}| Old pulmonary tuberculosis. General paresis. vesC] nowy 
Foe bs = [200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Por Port Wt of item 1B.) 
255%. & | OR CONTRIBUTING LT] CAUSE OF DEATH 
Zeges G |(UE EITHER, NOTIFY MEDICAL EXAMINER) ad 
2 355 Ss & |20c. TIME OF INIURY Month, Doy, Year | 20d. INIURY OCCURRED | 20e. PLACE OF INIURY (Home, form, | 20f. (City or town) (Counly) {Stote) 
25le5 5 Melr ae. ils. ane eels foctory, sireel, office bldg., etc.) ! 
Egz a 5 = p.m. lot work [] ot work (J : 
g S235 2). t certify that | attended the deceased from.____. March.7,__, 19.55, to. June_5._., 19.57. ,that | tast saw the deceased 
SS 
Beas 
= me © 
qa el 
“3 AZ 
0 fSn ae — 

£oas 
22525 PHYSICIAN’ 4 
Ege Nameityed_ Agustin del Campo, M.D. _...._ Sykesville, Maryland 
Fy P24 ia 2 We. BURIAL. mci Ze NAME OF CEMETERY On gas oy, *" l 22d. LOGATION (City, town, or county) (State) 
a> o* PS OVAL (Specify) <q z / 

sen es | ERAT ct 
ua! iz do. REC'D BY REGISTRAR db. RI ISTRAB" IGNATURE 


Co. 
2. - JERAL recrOg NATURE res 
VS ATS (4) 
aos WeAcal oes m2 DLA E>) a 


ee STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
' 6169 CERTIFICATE OF DEATH ei vie:'ie, DOS 


< 


ss 
3 = w Merah ial 2 a (Where deceosed lived. If institution: Residence before odmissian) 
oz L) o. b. COUNTY 
32 Carroll bagi dlai Marylan Baltimore 
Be b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {if tana corporote limits, write RURAL and give nearest town) 
33 RURAL onegie neorest town} a 
52 kesville 2mos.2days _Owings Mills 
B 3 d. Sr INSTITUTION (If not in hespitel, give street oddress) d. STREET ADDRESS: e. Sree 
ej jt / 201 Tollgate Road ves C] NO 
+ |_ Springfield State Hospital —_ 
6 3 NAME OF Firs Middle low 4. DATE Month Doy Year 
o iiyseonnen) Leo Joseph DOWNEY DEATH June 19 1957 
é 5. SEX 6. COLOR OR RACE 17. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE [ (in yeon bcp Liat TF UNDER 24 HRS. 
1 Month: He Min. 
Male White wipowed PQ} pivorceot] | Dece 17, 1884 Wid reel ae Raced ee oe ge 


180. USUAL Cid add bn eg kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


rs 
€ ; Aree 
8 / | Clerk"BeS“Rattroad"""” | Railroad U.S.A. 
s 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
& Paul Downey Teresa Canty 

15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 

(Yes, ne oF unknown), (iF yar, give war or dates of service) 

J "No e 2 Springfield Hospital. Records 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c).] 


PART |. DEATH MODIAHE caus? io) Hypertensive cardiovascular disease 


Then pleose remove carbon popers. 


After this certificate hos been signed by the attending physicion and completely filled in by 


Lapltteablt 


AME (type)_Walther H, Soonenfeldt, M.D. Sykesville, Maryland 
20. BURIAL, ee Wb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION {City, tawn, of county) {Stote), 
rugs? | 6/24/57 Baltimore Cemetery Baltimore, an 
23. FUNERAL DIRECTOR'S ay, RE ADDRESS f) 2da, REC'D BY REGISTRAR | 24b. REG! AOA $ SIGNATI 
4 , i 
A OR Levemard. Kuk Merlo RaDKnankor G8) sy CL: Finy Wey 


g 
£ 
oS 
= 
€ { 
: Ufo X 2X5 
ae Conditions, if ony, which w_ Bronchopneumonia 
ie to immediote DUE To 
& couse (0), stoting the under: 
bee a3 tying iegvee lol AG () 
5 ceene / 
285° é Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART No)]19. WAS AUTORSY 
> = = 
43% 3 S|_C.B.S.assoc.with cerebral arteriosclerosis,with psychotic reaction. ves Gt NOD) 
goss = 200, ACCIDENT WAS UNDERLYING (] | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
c De 
bj ee & | OR CONTRIBUTING C1 CAUSE OF DEATH 
Bees & | (IF EITHER. NOTIFY MEDICAL EXAMINER) 
s : s = ee eS eee ee 
o5ss & ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED Me. ricer a eC aie form, 1 20. (City or town) (County) (Stote) 
= Si Rese Sa: Can eee jactary, street, affice etc.) 
os e Fy bik 9) Peawed flores. (Cl H 
52 
rs 21. | certify that { attended the deceased fram. Apri], 175.__. 1997__, toJune_19,_____ , 19..57.that | last saw the deceased 
$3 
3 3 alive an___June 195 etic ahs pigeon, and that death accurred at._25 259P_m, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote} DATE SIGNED 
2 
| . Springfield State Hospital ________6/20/57. 
a 
5 
; 
is 
2 


moy be retain: 
TO FUNERAL DI 
page 3 should 


3A NVINN 


esol 7S NN 


arosu 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 | 
wi . 6153 CERTIFICATE OF DEATH 


ond 


06164 


r Reg. Dist. No. 
3 5 rae PLACE OF DEAI 2 USUAL RESIDENCE (Where deceared lived. If insiution, Residence before edison) 
8 °. \ L o§ b. COUNTY 
Se ARF Ok Gg ad! D CAR R 6 Lt 
3 B. CIN OR TOWN (IF ouside corporate imi, write © CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
Bg ; 
iY 


iy c. LENGTH OF STAY IN Ib 
aie ae A 
Waal 5 fs 2 ork 


4. NAME OF HOSPITAL {IF notin hospital. give street address) 


E STM STE As 


STREET AQDRESS f e. 1S RESIDENCE 
ON A FARM? 


n 24 hours after death. Page 4 


as OR JNSTITUL 
s IE. . BG bth rH Oy) i BX ves (] No (gl 
5 3. NAME OF First i, idle pu 
ri (Type or print) OF : [4 : # 
5. SEX 6. COLOR OR RACE |7. 8. DATE QF BIRTH 9. AGE (I 
é Ww. MARRIED [] NEVER MARRIED a 3 @ bos meer aw 
WIDOWED re DivoRCEO [] Ay y 7 a 


12. CITIZEN OF WHAT COUNTRY? 


Sh 


10a. USUAL OCCUPATION {Gi WW kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


£ during most of working life, gven if retired) 

$ || 2 PROPER ~ 
5 

3 


2: TATEr 2 2 cit fe 14. MOTHER'S MAIDEN NAME 


oHN OO, EYL tle YoT/L NOW 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. }17. INFORMANT Hy, Kr 
(Yes, roger lon (IF ye, give wor or dates of service) a 


bel NONE NNIE [BEX 4, 


icate be executed wi 


R 
¥ 
7 
4) 
5 


LE. [V7 
, DD . 


Then please remave carbon papers. 


8 
€ e 
9 = 18. CAUSE OF DEATH [Enter only one cause per line for (0). (b1 = olf (} TWEEN 
v £5 PART I. DEATH WAS CAUSED BY: ' x} 
2 % IMMEDIATE CAUSE (0 ‘Dat! :av.é WA ea ee Q eae. 77 
= $ py. DUE TO aye A 
\) 
Ee Conditions, if ony, which i\ 1» \ Ne () AN no QA ALL 2 a Lag H 
e = 8 gove rise to immediote - — 
5 Ss cote (0), stating the under. ( DUE TO 
if lying couse lost. 4 5 (¢. 
5 CBr sigh T CONDITIONS CONTRIB fie oF TH BUT NOT RELATED TOMTHE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}]}9. WAS AUTOPSY 
é AXON & ae XK XONAA vst) NOB 


200, ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Ill of item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


MEDICAL CERTIFICATION 


€ 
6 
3 
FS 
6 
& 
i 
5 
€ 
2 
° 
3 
2 
& 


After this certificate has been signed by the attending physician and campletely filled in by 


6 
28s 
gat 
a55 
o- 5 
oe) 
<522 
Sats 20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, re 120F. {City or town) (County) (tote) 
25°28 Hour o. m. While Notwhife foctory, street, office bldg., etc.) 
zs? p.m. 19 Jot work [J of work (J H f) 
; nares 3 7 . = = 
zgis 21. I certify that | attended the deceased from._) WAL to A Li ea { last saw the deceased 
KH 
Bie 5 5 alive on. LX Q J <b. f.- a hat death eeu at. -M, from the cases dnd an the date stated abave. 
f= 2 c) RESS, (Street, city 4 town, stote) DATE SIGNED 
<5 q ACTUAL a £) J & 
egeod SIGNATURI N Ke LNQRINA ARIANA. 17. 
O eave > AY 
Z8a85 PHYSICIAN'S & NS 
Reges WO Ee UTS ORR eR A SS ot NS re eae meee Cet ey 
= = 
BSCS [ 220. BURIAL, CREMATION, IN. ] 220. DATE THEREOF] tac. NAME OF Tae Ni S 
oe jc. NAME OF CEMETERY OR CREMATORY SA rn town, or county] (Stote) 
958° EMOVAL (Specify) y 
at ap ee WA zs ene 7 eto, tis of DIPET L perl en, rac? pDGk IMo 
ae = he 2éo. REC'D BY REGISTRAR | 24, REGISTRAR'S SIGNATURE” 
VS AIS (4 . if se 
1M 938 VE 57D MG Are 


$A nvaund 2 


col va NN 


Waco 


—_ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 
6170 MEDICAL EXAMINER’S CERTIFICATE OF DEATH get AY 


1, PLACE OF DEATH 7 2. USUAL RESIDENCE (Where Tived, Wf institution: R 
YZ, maryiano || & STATE 


‘ili b pas OR TOWN AL ry pcorporote limits, write RURAL ¢. LENGTH-OF STAY IN Ib ¢. CITY_OR TO! FAvtside cosgorate limits, write RURAL ond give nearest lown) 
ca ye Fy Ze 
(im) 1A a Z fe amt LL CI Z 


| NAME OF HOSPITAL OR INSTIFUTION {If not in hospital, give ¥ address) |. STREET “ADDRESS” e. B RESIDENCE 
iz ie p 


iol, cremotion, 


#.. 


is necessary, please exe 
File poges 1 and 2 with the registrar prior 


rector, Pege 4 shauld be 


4g 


FARM? 
yes PE NO {J 


. fint Middle + oe O Yeor _ 
{Type or print) SAHOTm a d xz y wv 7 


5. ie 6. ree ORRACE |7- MARRIED XT NEVER MARRIED [_]| 8. BATE OF ieTH 9. AGE lim yeos [IF UNDER TYEAR] IF UNDER 24 HRS. 
dein binhdey) Months] Days | Hours | Min. 
wipowep [] bivorceo Fj a yes. 


0a. USUAL ee as bei of work done] 10b. KIND OF BUSINESS OR INDUSJRY | 11. BIRTHPLACE (Stale or foreign country) 2. CITIZEN OF WHAT COUNTRY? 


If any dele: 
Item 18. Give Pages 1, 2, and 3 to the funeral 


hief Medical Excminer's Office alang with farm PM3. Page 5 may be retained for your files. 


‘OR: Page 3 should be used as o burial-tronsit permit. 


rye working lite, even if g 
Vsiceetuey ce. 
13. FATHER’S NAME - ‘14, MOTHER'S MAIDEN NAME 


Welian Le reve 4 Lites 


oy; 
15. WAS DECEASED EVER IN U. S, ARMED FORE 16. SOCIAL SECURITY NO. Sri 
{es, #0, oF unknown) {IF yes, give wor or dotes of service] yy 7] oy rH 
d LEHR. GZLLLA VAL LA, 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c).} iptenyat were 


Y ‘S CAUSED BY: 

PART | DEATH MEDIATE CAUSE {o) Orteriosclerat 1 Conecdrg Vase. 
but To disease_ 

Conditions, if ony, which ® 

gave cise to Immediate couse 

(a), stating the underlying( OVETO 

couse fast. naar...  — 


PART 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19.. pe Ba a 


ves no] 


"" in pencil 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
PRIMARY (J or CONTRIBUTING 2) 
CAUSE OF DEATH. 


pn 

20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, form, 120f. (City or town) (coven) ion) 
Hour 9. m, While Not while factory, street, office bldg., etc.) | 
p.m. 1” at work [[] ot work [J ‘ 


MEDICAL CERTIFICATION 


21, | certify that | took charge of the remains described above, held an Autopsy PY], Inspection JX], Inquiry oy and find thet 
death resulted from: Natural couses JK], Accident [], Suicide [], Homicide [_], Undetermined cause 5. 


cote, writing the word ‘pending 


DAIT SIGNED 


ip, CHIEF MEDICAL EXAMINER [7] </z OF 


ASSISTANT MEDICAL EXAMINER BQ 


Eger S ¥, ‘D Ne J : 7 DEPUTY MEDICAL EXAMINER {7} 


2a. Pa CREMATION, | 22b. DATE THEREOF 7c, NAMc OF CEMETERY O TORY 22d. LOCATIONS (City, town, oF by (Store 


DIOVAL Sy ci “/ 
of LL Wie Tepgetoe¢ ey, 


fof 
® (RAL DIZECIOR’ r y, y 7 240. REC'D BY REGISTRAR | 24b. REGISTRAR’S Spe R 
Vs. AISME(5) ZB / y g Se pe 
5M 97/55 4 oat C 


forwarded to 


cute the cert 
TO FUNERAL 
ar remavel, 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06166 
CERTIFICATE OF DEATH re 


Reg. Dist. No. / 


sé 
& ': 1. PLACE OF DEATH 2. bie ty eae toe (Where deceated lived. If institution: Residence before odmission) 
fy 0. COUNTY Presi b. COUNTY 
BE Carrol] Mary Lan 
6 e b. CITY OR TOWN. m7 outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
0 RURAL ond give nearest town) Pg er 
ral, Sykesville 6 days Baltimore ye 
d. NAME OF HOSPITAL (If nat in haspital, give street address} d. STREET ADDRESS e. IS RESIDENCE 
” OR INSTITUT! ION ON A FARM? 
3 5 ‘ a ee ves) No 
2 
5 3. NAME OF First Middl 
a ree | irs iddle Lost Month Doy Year 
3 Opecenprial) Elias Tracy Freeland 19 57 
e 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED [-] | 8. DATE OF BIRTH y, 9. AGE (In yoo e iF UNDER | YEAR] IF UNDER 24 HRS. 
eae 1 Min, 
male white wivoweo [fF divorced [] 2-15=186 93 yes. 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE (Stote of foreign country) 
during most of working life, even if retired) 
Maryland 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Duncan Freeland Sue Tra 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17, INFORMANT. Address 
4 | ies, ne. of unknown) UF yes, give wor or dates of vervice) 
} Hosp a ecorg 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond {c)-] 


PART I, DEATH WAS CAUSED 8) 
ioe a IMMEDIATE CAUSE o 


ut > 4 DuE TO 


Conditions, if any, which 
gove rise to immediote 


0) 
cotve {0}, stoting the under. ( VETO gastric arterye 


lying couse lost. © 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISE ASE CONDITION GIVEN IN PART Yap}, see AUTOPSY 


hronic brain syndrome associated with senile brain disease with psychot eves NOD) 


200. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ! or Part It of item 18.) 
OR CONTRIBUTING (J CAUSE OF DEATH : reaction 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, ae Yeor 120d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, 1 20f. (City or town) {County) {Stote) 
Hour o. m. While Net ae foctoty, street, office bldg., etc.) } 
p.m. lot work [[] of work ‘ 


12. CITIZEN OF WHAT COUNTRY? 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave corban papers. 


the registrar prior ro burial, crematian, ar remaval, and in any event within 72 haurs off 


MEDICAL CERTIFICATION 


R: After this certificate has been signed by the attending physician and completely filled in by # 


ached far use as the burial-transit permit. 


may be retained by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires tha! the death certificate be executed within 24 haurs after death. Page 4 


21. | certify that | attended the deceased ae eat 19BE ota, une._3._., 1957..,that | last saw the deceased 
alive on___@ UNE 2 46 ~ 12.52___, and that death accurred at_2i4.5._M, fram the causes and on the date stated abave, 
: j ADDRESS (Street, city or town, stote) DATE SIGNED 
e SIGNATUR mo, ....soringfield State Hospital. ; 
‘a 3 inca 
<< |_| NAME (Tyeel_L1lse Kamm, =— esville,_Ma’ 0 ae 
FA “¢ ‘Wc. NAME OF CEMETERY OR Ud. pee (City, own, or county) {Stote) 
Fd ey 
re CfS7 | Zee! Pps Dorel’ 
i Rid 73. FUNERAL DIRECTOI SIGNATURE ADDRESS , 24a, REC'D BY naa 2b. REGISTRARS SIGNATURE al 
\ Saito SD. EP ATE, Ob f Nie 7, wi 


af 
v 


S$ ‘A NVEUNd 
i Q. NAL a 


ls JAI 110 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death: Page 4 


ol 


ineral director. 
be filed with 


d 


* 


Pages | and 2 


Then please remave carbon papers. 


ate hos been signed by the attending physician and campletely filled in by I 
transit permit. 


lending physician. 


R: After this certi 


tached far use as the burial: 
the registrar priar to burial, cremotian, ar remaval, and in any event within 72 hours ofter death. 


a 
S 
3 
= 
es 
= 
a 
2) 
2 
© 
‘3 
= 
2 
> 
o 
€ 


page 3 shauld 


cs) 
= 
< 
4 
a 
z 
> 
z 
° 
- 


VS AIS (4) 
15M 9/55 


/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0616 
i 617% CERTIFICATE OF DEATH 


Reg. Dist. No. 


1 pe ad 2 py db es (Where deceased lived. If institution: Residence befare odmisylon) 
e. °. 
Carroll MARYLAND ‘land » COUNTY Montgomery 180 
b. fae OF TOWN (If outside cenh limits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
give pegrgst town! : x 
ykesvitie Smonths17 day} Silver Spring } 
da. SRST (If not in haspital, give street address) d. STREET ADDRESS. e. Ape h rg 
etield State Hospital. 12712 Lacy Brive VEST) NO EK 
3. NAME OF First Middle tost 4. DATE Month 2D Yeor 
DECEASED OF 
pret Hazel Jemie Gelsleichte Stara June ip 
SEX 6. COLOR OR RACE |7. MARRIED [[} NEVER MARRIED [-] | 8. DATE OF BIRTH SAGE lin goon tf UNDER | YEAR] IF UNDER 24 HRS. 
oat barthoy 
\ emale White wivoweo%] —vivorceo [J 3-13-92 5 wren) A ga 
he. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF-BUSINESS OR INDUSTRY | 11.- SIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
(/ _ during most of working life, even if retired} 
Housewife Pennsylvania U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME yt 
George Mitchell Jeanie Bake. 
+2 WAS: ye ati U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17, INFORMANT Address 
oho EinaeH hipaa ww toon agen 
no the. : Hospital records. 
18. CAUSE OF DEATH [Enter only ane couse per line far (0). {b}. ond (c). } Pestgele akek §) 
PART |. OFATH MDIAHE Cros o.__Arteriosclerotic Hearts Disease. years 
Li x0.0 DUE TO 
Canditions, if ony, which w__Generalized Arteriosclerosis. years 


cause (0), stoting the under. (| DUE TO 


gove rise to immediote | 
lying cause fost. a) 


3 Parr II. out SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION ay th Bey) 10} ]19. era 
5 Fhpe Brain noe drome associated wi ia circulatory disturbances ves BY NOD 
© |200. ACCIDENT WAS UNDERLYING LIT 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port Vor Port Wal Hem 1B) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
& [IF EITHER, NOTIFY MEDICAL EXAMINER) 450, 
§ |20c. TIME OF INJURY Month, Doy, Yeor [20d INJURY OCCURRED | 20e. PLACE OF INIURY (Home, farm, {20F. (City or town} (County) (State} 
6 Hour a. m. While ae hile: foctory, street, office bldg. etc.) 
g pom. 19 lat work [J at work [J i 
21. t certify that! attended the decegsed from__..leSe 1956... 1 Bete ——_ , WPL ,that | last saw the deceased 
alive an 22: M, from the causes and an the date stated abave, 
ADORESS (Street, city or town, stote) DATE SIGNED 
ACTUAL 
SIGNAT —s ield State H 


PHYSICIAN'S 


NAME (Type) Agustin del C; OeMeD. 


2o. BURIAL, Cua z DATE OSS Me. lop OF CEMETERY OR os ed 7d. SOC! TION (Gj LZ wn, oF county) a 
OVAL (Speci Ze 
tery AAAS, 
PSMSD Le SM 24o. RECD BY REGISTRA an REGISTRA are 
Pe a ee ee ome 2 POC 


SA NvauNa 


Dawe 


g 


~ TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


for attending physicicn. 


After this cer 


may be retained by the haspi 


a 
> 


eral directar, 


icate has been signed by the attending physician and campletely filled in by t 


C. 


TO FUNERAL Dip! 
page 3 shauld b: 


4 
a 


be filed with 


di 


si 


Pages 1 and 2 


Then please remave carban papers. 


the registrar priar ta burial, crematian, or remaval, and in ony event within 72 hours after death. 


‘ached for use as the burial-transil permit. 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a6 168 
6173 CERTIFICATE OF DEATH Reg. Dist, No. 


a Laeryehet tea 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence befar: odmitsian) 
o. ie b. COUNTY 
MARYLAND: 
LEAZ, Z. “2 ee Gzip 


B. CITY. OR TOWN iif outside sorporote limits, write Tc. LENGTH OF STAY IN Tb ©. py ‘OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
25 — PERE. ey, loth 
if CEES: r2/ LOZ A us 
BeLice OF rat Oe nat in ait give street igees STREET "BA e. 1§ RESIDENCE 
Z GR INSTITUTIO ON A FARM? 
a eeee el a F277. 7 BZ, Yes E] NO. 
———s First Middle 4, DATE ‘Month Dy Yeor 


“es & cole a oe a I Ll: BERT | Bam wS7 


aa 6 “wey RACE |7. wARRIED [] NEVER MARRIED DX " PATE ms io re FEE (ger ae UNDER TVYEARIIF UNDER 2s BRS 
birthday im so 
wow ome Sls al hel 


Gc. USUAL i oeiaon a kind of wark done] 10b. KIND OF cy J OR INDUSTRY 11. 4 PLACE robe or ae pan aaa 12, CITIZEN OF WHAT COUNTRY? 


ojr of wo tired) , 2 
Pring mi king lifp, even jf retin wy J Fit, wale, 


14, 4AOTHER'S MAIDEN NAME y 
Dt 7 Lover! 
is wal s DECEASEDEVER IN g S ARMED F FORCES? ¥6. SOCIAL SECURITY NO. ey 5 Address 7 Z ies 
sge7 ae AEDALL | F CLL a ge Le 
18. CAUSE OF DEATH [Enter only one couse per line for (a). (b). ond (<l-}, INTERVAL BETWEEN. 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: ' 

IMMEDIATE CAUSE (0) Carclioe 
x DUE TO 


ons, if ony, which rs Corrcengud CoA teas 


gaye rise to immediote 


covse (0), stoting the under: ( DUETO . a 
lying couse lost. te) n1.8 a 
A Past Il. OTHER eae CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO ME TERMINAL DISEASE CONDITION GIVEN IN PART Ha} 19. & Bins autorsy 
= 
& Ge ahirrecl anrverco: cd ye (a) oe OC nop 
= | 200Accipent WAS OnE UNDERLYING E1206. DESCRIBE HOW INJURY OCCURRED. (eafer nature of injury in Port | or Port U1 of item 16.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
ct ——————— EO ———E—————e 
& [20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED ‘2e. PLACE OF INJURY (Hame, farm, \ 20f. (City or town) (County) (State) 
rat Hour o.m. While Matiohite factory, street, affice bldg.. gt 
F4 p.m. 19 Jat work [J ot work [J 
21. | certify that | attended the deceased from, 4d... 226... WBZ, tevet Z___, \9SZ.,that | last saw the deceased 


alive on__. etn. GO. 19s epee ‘and that death occurred “1 Am, from the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


ee ee D. oY ne hth 


PHYSICIAN'S -7 
NAME (Type), 


LEVjHRUE /% lef 


3A Nvazand 


266. OT Ni 


ars 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 6 . 
. 6174 CERTIFICATE OF DEATH Rep, Dit, Ne, 1697 


2. be fe hile (Where deceased lived. If institution: Residence before admission) 
° 
rvland b. COUNTY Vv 
¢. CITY OR TOWN (if outside corporote limits, write RURAL ond give nearest town) 
Baltimore City <= 


d. STREET ADDRESS To is RESIDENCE 
a ON A FARM? 
Ame Sb Pails Sit. ves] NOB] 


tow 4. DATE Month Day Yeor 
Anna Kingsnorth Harper | orm 6 141957 


6 COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [] | 8. DATE OF BIRTH oy AGE (In yor IFUNDER 1 YEAR|IF UNDER 24 HRS, 
in ee | lost birthdoy ee 
wioowenye} —IVoRcED [] Unknown Approx? yn. ee ba jours | Min 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) - 1S A 
and l 


Sec.-clerk =--=— eee 
p13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


William Pierson Virginia Kingsnorth 


1S. WAS DECEASEDEVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
{Yos, no, oF unknown} Ulf yes, give wor or dates of service) ‘ a , + ne 
— =e rr Hospital records - Snr c 
id 


=—_ 


, 


1, PLACE OF DEATH 
RCO Carroll MARYLAND 
b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN tb 
RURAL ond give nearest town) 2 
Sivas vi aie yrs. 8mos 
4. NAME OF HOSRITAL (I notin hospitol give street address) 
‘Springfield State Hosp. 
3. NAME OF First Middle 
DECEASED 
{Type or print) 


= 


erol director, 
be filed with 


in 24 hours after death. Poge 4 
> 
5 See ; = 


Pages 1 ond 2 5! 


Pay 


cote be executed wi 


18. CAUSE OF DEATH [Enter only one couse per line For (0), {b). ond (<).] = 


PART 1. DEATH WAS CAUSED 8Y: 
: IMMEDIATE CAUSE (0) 
Lg “7 DUE TO 


Conditions, if ony. which tb) Generalized arteriosclero: 
gove rite to immediote 
co¥se (0), stoting the under: * a . 3 mel ee 
tying couse lost. a arrested pulmonary Tuberculosis 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/ 19. she AUTOPSY 


; ERFORMED? 

yes] Not] 

20a. ACCIDENT WAS UNDERLYING []_— | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part Il of item 18.) 

OR CONTRIBUTING C1 CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) ——— 

20c. TIME OF INJURY Month, Ocy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F. (City or town) {County} (Stote) 

oor Aaah Whi iat foctory, street, office bidg., etc.) # 
pm =a W Jot work [J ot work [J Sue 2 Hl —s 


21. | certify that | attended the deceased fram. 12-188 poe. , 192.'7__,that l last saw the deceased 


ative an, 12_2Z_., and that death accurred at L].3Q0M’ from the causes and an the date stated above. 
ADDRESS (Street, city of town, stote) DATE SIGNED 


oecclus 


Then please remove corbon popers. 


in ony event within 72 hours after death. 


or attending physician. 
: After this certificate hos been signed by the attending physicion and completely filled in by t 


MEDICAL CERTIFICATION, 


loched far use os the burial-transit permit. 


ACTUAL 
SIGNATURI 


PHYSICIAN'S ‘ae eee 
HP MM, Wo astin, M.D. 


v5 ; la 
E CREMATION, | 22b. DATE THEREOF OEXEMETERY OR CREMATORY 22d, LOCATIO town, of county {Stote) 
PEMOYAL (Specify) us 
Bes cal Bien Cn 
eee D ? 
Bez cB 


. Syvk 


may be retained by the hospit 
the registrar priar to buriol, cremation, or removol, on: 


TO FUNERAL DIR 


TO HOSPITAL OR ATTENDING PHYSICIAN: ities low requires thot the deoth cer 
page 3 should b: 


f, 
oe ‘2agy REC'D BY REGISTRAR | 2b. REGISTRAR'S eg 
7 


j | c : L ¢ 
2 . Cheese fh i jdakd l\ Att blog 


*s A nvaund 


zsot ZT Nf 


f 
Maras 


— 


ry hours after death. 


ie registrar within 72 hours after death. A 


=— MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06 1 70 
é 


CERTIFICATE OF DEATH 


eee 
2. USUAL RESIDENCE (HOME) OF DECEASED 
gare Maryland omy Carroid 
CITY {It outside corporate limits, write RURAL end give naerest town) 


2 fown Detour 


= 


= === — 
I. PLACE OF DEATH 


COUNTY Ca rroll MARYLAND 
CITY {if oulside corporate limits, write RURAL LENGTH OF STAY 


owht ~~“ HetOuUr {in me yy Se 


by\ the funeral director, the third cofy o 


HOSPITAL OR > STREET Tf turel give locelion) 
we INSTITUTION OR / ADDRESS 
STREET ADDRESS 
ES NAME OF First) Twiddle Tesi) a DATE Thenth} (Dey) Teer) 
(Type or Prini) Florida Yr. Hav BeataJune 24 6 o7 
3. SK %. COLOR OR 7 SING, MARKED, 3. DATE OF BIRTH 9, AGE last birthday |_IF UNDER 1 YEAR JIF UNDER 24 HRS. 
a uy a Month: D He Min, 
J Fomate | Witte  |widewe Oct. 27, 1870 eo | 


10e, USUAL OCCUPATION (Give kind of work 10b, KIND OF BUSINESS Ti, BIRTHPLACE (State of loraign country) 12. CITIZEN OF WHAT 
done during mos! of working lifa, even if OR INDUSTRY M. ap a COUNTRY? 
i|__ * Housewife Own Home waryian OA. 


14. MOTHER'S MAIDEN NAME 


James W. Troxell Mary E. Zacharias 
17, INFORMANT & ADDRESS 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 
Me haan | Ce ee ne seme Horatio I. Redding Detour, Md. 
ieee 18. WEDICAL TT pe. | 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH - ONSET AND DEATH 


[6 Le ee | leet Pe ee Be 


ED 


13. FATHER'S NAME 


ian. 


INSTRUCTIONS 


IYSICIAN OR HOSPITAL: The law requires that the death certificate be executed wit! 


be retained by the hospital or attending physici 


ee IMMEDIATE CAUSE 


ANTECEDENT CAUSE(S) but To ee Te 
DISEASES OR CONDITIONS, IF ANY, 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. i, > 
ae ee 
TE OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED 


DISEASE OR CONDITION CAUSING DEATH, 


Wa, DATE OF OPERATION 19b. MAJOR FINDINGS OF OPERATION a 20, AUTOPSY? 
Y ves []_No [A 


2te, ACCIDENT WAS UNDERLYING oO 2ib, PLACE (Home, larm, fectory, Zlc, WHERE DID INJURY OCCUR? (City or town) (County) (Stete) 
OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY street, office bidg., etc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


2id. TIME OF INJURY (Month) (Day) (Yaar) (Hour) | 21e. INJURY OCCURRED 20. HOW DID INJURY OCCUR? 
While Not while 
M. | at work Oo et work 


22. I hereby certify that | attended the deceased froptAt.l-n..LE2, 19.Ye]..., to pnetne..22F-., 19.2 


e.. that | last saw the deceased 


s 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed 


certificate has been executed by the attending physician and completely 


death certificate assembly should be detached for use as a burial transit per 


z3 / alive on Att, ok an ie ae and that death occurred ato. 42...M, front the causes and on the date stated above. 

4 z SIGNA’ y, ADDRESS 5 faves town, stete) DATE SIGNED 

é ie > — 

Z3 8 Kk ld. Wy Vaugp~___vv. 49 t OFT aseeplorn jtd, 6/4/57 
Fs 3 23, aan rent DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (City, pg@n, or county) (Stete) 

4 
422588 lpurtal (27-57 bre. Zion Haugh's Cem. |Nr. Ladiesburg Md. 
4 $9 ]24.” REC'D BY REGISTRAR REGISTRAR'S SIGNATURE/ 72S. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 


oak LN 2.7 19! We AH edit. | Raymond E. Creager Thurmont, Md. 


¥ A fvawng 


Oars9a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


6176 CERTIFICATE OF DEATH OR. b4 | 


ll 


sf 
5 F 1, PLACE Le DEATH 2. ar neice (Where deceosed lived. If institution: Residence before admission) 
ay Geena MARYLAND Maryland ahs 
. oa b. CITY OR TOWN (If autside corporate limi ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
3s es 
© if RURAL ond give nearest fawn) 
Sykesville 6 mos, 3 day: Baltimore 24 a. 
J d. Beh stead (If not in hospitol, give street address) d STREET ADDRESS. e. bgig es | 
° pringfield ate Hospita 530 South Newkirk ne ves C] No 0% 
5 3. NAME OF First Middle tout 4. DATE Month Do; Yeor 
< type or pen) Paul Wilhelm HERDA Stan June q, git 
oa 
8 6. COLOR OR RACE |7. MARRIEDIEE NEVER MARRIED 8. DATE OF BIRTH 9. AGE (in yeors JIF UNDER 1 YEAR| iF UNDER 24 HRS 
= G3 o N ber 9 1877 lost ees Months Min, 
4 wipowed () olvorced (1) ovem , 7. 
gu 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ot during most of working life, even if relired} 
at : R RED Germany USA 
g S 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
8 
wantin ERNEST  HERDA Bieta AMELIA WENINGER 
ns. WAS Tee dan U.S. aaNee se Aer 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
: Dene erORiece sy Wet dis eu ct a 
‘ s__| "unknown 014-005-461 Springfield Hospital records 
3. 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond (c).] INTERVAL BETWEEN 
3 
§ __ PARTI: DEATH MebIAT caus (o)__Arterdosclerotic heart disease year 
= +f ‘Oo DUE TO 
Canditions, if ony, which a 


gave rise to immediote 
couse (0}. stating the under, ( CUETO 
tying couse lost. o 


2 i Cra NGA ION: cues ING TO,DEAT; NOT RELA ca INAL DISEASE CONDITION GIVEN, Itt PART I(0)/!9. WAS AUTOPSY 
Chr o: n Brain 6 associneed with Gerebre a. eriosclerosis 1th Be. PERFORMED? 
psy hot. c " yeacts on ves] NOX] 


20a. ACCIDENT WAS UNDERLYING = 206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port 11 of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy. Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 
Hour o.m. While Not while foctory, street, office bldg., etc. 
_m. 1 Jor work (of work ‘ 

P. 


“1 20F. (City oF town) (County) (Stole) 


or ottending physicion. 
R: After this certificote hos been signed by the ottending physicion and completely filled in by t 


may be retained by the hospit 


MEDICAL CERTIFICATION: 


lached for use os the buriol-transit permit. 


= 
$ 
s 
é 
>» 
= 
° 
= 
° 
g 
°° 
13 
& 
S 
ie) 
oo 
1 
3 
0 
3 
z 
5 
3B 
g 


ACTUAL 
SIGNATUR 


—< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs ofter death. Page & 


apa 
z38 CHRIAN's = Walther H. Sonnenfeldt, M.D. 
ans Da 
: aed ‘Tio. BURIAL, CREMATION, L DATE i o. ‘Mic, NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county} 
Sef er iSpecity BRir0.Co 4 
SHE O-S7\|PARKWoOR CEM, 3to TAYLOR AVE pap. 
e 2. rae DIRECTOR'S i shade 2da. REC'D BY REGISTRAR 2ab. REGISTRAR'S SIGNATURE 
a Ae 4 ; Par +. CON HLING ST, ae &, 4 ‘s Me, 4 
SM9/SS bhierlec RD» eA = ee WT ee D: 2 7 AA LP 


‘A nvaana 


Yara 


MARYLAND os se ternal OF ils de} mpeiaelldiiaeae 18 
Item ll FilmG2. 
6177 CERTIFICATE OF DEATH de soi 


oe Leet typed a bet rs caeahle (Where deceosed tived. If institution: Retidence before odmission) 
oe 
* Carroll MARYLAND Maryland bCOUNTY  Balltocei ty. 


b. CITY OR TOWN (If cutside corporote limits, write | ¢, LENGTH OF STAY IN Ib | ¢. CITY OR TOWN (If autside carporate limits, wrile RURAL and give nearest town) 


Sykostiite ” » dayd Baltimore 3 Yo |. uy 


be filed 
nnd 


neral 
id 


4 38 

ra Py we OF HOSPITAL (If not in hospital, give sireet address) d. STREET ADDRESS © 1S RESIDENCE 

= Spring cat ON A FARM? 
> gflield State Hospital 3133 Elliott Street ves (] NOX) 
= 3. NAME OF First Middle lost 4. DATE Doy Yeor 

(Type or print) J oseph Louis HILEY DEATH a 1 v7, 
3. SEX 6. COLOR OR RACE 7. MARRIED ES) NEVER MARRIED [7] | &. DATE OF BIRTH WAGE ere TUNER TYEAR] IF UNDER 24 HRS. 
loypty thao; H 
Male White |wioowe 9 ovorceot] | March 21, 1896 1 i ele, 


12. CITIZEN OF WHAT COUNTRY? 


} Me u90 eccapoeina ie foe Swear 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 
aiTroad - Moye ¥eue Pennsylvania U.S.A, 
I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph Hiley Anna Reppe 
tn ECS Srey ER oe ARMED. Fence 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
"No = - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter anly one cause per line for (0). (b). ond (¢).] 


ale PEAT ES SA EO Can ae hong snlh Mutha thst , 


INTERVAL BETWEEN 
ON; AND DEATH 


> 


Then please remave carbon papers. Pages 1 and 2 i 


the attending physician and campletely 
1, and in any event within 72 hours after death. 
oO 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires tho! the death certificate be executed within 24 haurs offer death, Page 


/ DUE TO 
a Canditions, if ony, which we 
Zé gove tise ta immediote 
‘Se coute (a), stoling the under, ( DUETO 
ges lying couse fost. © 
2s 
S85 z Past fe ‘OTHER SIGNIFICAN’ one CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
Sas Hee i) RFORMED? 
£332 fe] 2 Ci 165 O No pt 
Peas % | 200. ACCIDENT WAS UNDERLYING CI a DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Hi of item 1B.) 
$e2° & ] oR CONTRIBUTING CI CAUSE OF DEATH 
eees © JUF EITHER, NOTIFY MEDICAL EXAMINER) 
oases 3 |0c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, form, | 20f. (Cily or town) (County) (Store) 
3 Y. i y) 
B25 Fay Hour ¢. m Wohite | leiNonwhile foctory, street, office bldg., etc.) ! 
si A 5 $ pom. 19 fot work [J ot work [] ! 
Qpe¥ 7 
Cob 21. | certify shat | attended the deceased fram.___May 275 WDL., to, AFF 44 = of, 19.5 ].,thot | last saw the deceased 
£232 Yyttit — 7 38 
26 $5 Ve cing get ete ad WZ, and that Cais accurred at, L39AM, fram the causes and an the date stated abave. 
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} nee A 
aS / SIGNATUR - 
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868 PHYSICIAN'S é /} : 
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sae vy RE i ~, 
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ts 2. oer enn | JATURE ve je. ey PN Sem i GISERAR’ 
t 
VS AIS (4) 1th o han 7 
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61 73 MEDICAL EXAMINER’S CERTIFICATE OF DEATH fap. Dis. Wo, 27 tf 


1, PLACE OF DEATI 2. USUAL RESIDENCE (Where degeoted lived. If institution: Residence before admission) 


. COUNTY oo ©. STATE A b. COUNTY Va 
LILLE A Lae LLLP K 1 
b. CITY OR TOWN 0 ounige corprae nin, ei : ©. CITY OR TOWN (If oulside corpagate limits, wrija RURAL ond give nearest town) 


Let ico Lavckle, LZ) XK Martie acclee 


d. STR! ADDRESS e. IS RESIDENCE 
ON A FAR 
[ ves] NOD 


e ae = GEA i pry 4. DATE Month Dey Yeor 
ttebe serial A Beata a Ss 7 
‘ype or Prin) LEA Z PV LL TL ) 19 
6. COLOR OR RACE |7- MARRIED oe NEVER MARRIED oO 6. ae BIRTH y; 9. = tin cra IF UNDER 1YEAR| IF UNDER 24 HRS. 
Pp ip, Sep Months | Days ee Min. 
wiboweo [] —_—pivorced [) fube FZ, L/ ™ 
ive kind of work done] 106. IPADYOF BUSINESS OR IND r BIRTHPLACE (Stole or Foreign country) na, fairy ee 4e4 COUNTRY? 
wat v5 if retired) b 2 
- LLG (9 


i 13. FATHER'S N Wy P14. mo NAME 
Ly ce 
OMA Lf Yet fea 
. WAS | DECEASED EVER IN U.S. ARMED FORCES? [16- Zot. SECURITY NO. [’ INFORMANT 5) bob bu 
| Om, (IF yet, give wor or dates of service) 
LD: = =e wd. 


18. CAUSE OF DEATH [Enler only one cause per line Say (0), (b}, itch, €).] (STERVAL BETWEEN 

PART |. DEATH WAS CAUSED BY: Loe A LAL Bette = 7 ta 

IMMEDIATE CAUSE (0) 
£ DUE TO 


Gove rise to immediote couse e 
(0), sloting the underlying( OVE TO 
couse lost, cad to. 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}[ 19. pA ae 


ves) NO Gr 
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lage 4 shauld be 
|, crematian, 
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* 


used aso burial-transit permit, File pages 1 ond 2 with the registrar prior 


urial, 


is necessary, please exe- 


. 2, and 3 ta the funeral director, 


If any del 


Item 18. Give Pages 1 


in penci 


hief Medical Examiner's Office alang with form PM3. Page 5 may be retained far yaur files. 
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20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I! of item 18.) 
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ae it Fesarined- ate Se. birt hood Aidran ad 
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8 8 . COUNTY reneucadee p b. COUNTY 
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bd ry Ey yA ear BEL: 
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= Je A lost birthday) [Months] Days Min. 
peat a wivowep [7] _—ovivorceo [J A SE, / IA@ sO ™ 
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= i = 
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Sogss < Peri prnee Month, Day, Year |20d. INJURY ene : form | ty of Down) (County) ) 
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Y 
s ie wer + Tiga 2. pei lp li (Where deceased lived. If institution: Residence before admission) 
Sa °. °.$ b. COUNTY 7 
AS MARYLAND 
32 L2RO~ AL LPP CARL o‘bEL, 
6 3 b. cine save {If outside alae it cc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
s ‘ond give nearest town ey, s ‘ . x 
A! At LNS2 EYRS. LEST MS TER 
dé. Ont (erat dilate {UF fort in hospitol, give street oddress} d. STREET ADDRESS e. 1S RESIDENCE 
5 7 / Rs ON A FARM? 
LBERTS” ze = iE LISGER A S7> ves (] No [f—— 


Middle 4. DATE Month Day Yeor 


3. 
Fittm SAMCEL WARVEL HOFLMAN tam SUWE 1 957 
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MALE ey * Jon birthdoy) [Months] Doys Min. 
“YL wowed] —_oworceo ) | eS, LO, A” yn 


>} 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
7) ort oF ry life, even if retired) 
I) FARM CARRaLt Co, Mp, LZ 
13. FATHER'S Meee 14. MOTHER'S MAIDEN NAME 


THEODORE fh MOFEM W LOOISA SHi00K 
15. ala) DECEASED EVER IN U. S. ARMED. ghee’ 16. SOCIAL SECURITY NO. | 17. INFORMANT 
Se [earn a Wes. Fare Losec, (SPRITE ST ayy 


18. CAUSE OF DEATH [Enter only one coute oy line fr fl (ond (3) INTERVAL 8€ ied 
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ele #4 > ves(] no] 
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Hour’ 0. m: While Rar mile factory, street, office bldg., etc.) | 
Pp. m. jot work ([] of work Hl 
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ADDRESS (Street, city or town, stote) 


ransit permit. 


icote has been signed by the attending physician and campletely filled in by 1! 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death. Page 4 
may be retained by the haspitol or attending physician. 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death cert 


TO FUNERAL 


J) 


6180 CERTIFICATE OF DEATH pe vb 1 vi 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
E 


° Marylen » COUN arroll 


¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 


arroll eld ed 


b. CITY OR TOWN (IF outiide corporate limits, write | ¢. LENGTH OF STAY IN Ib 
RURAL and give nearest town) 


Union Bridg 2 years x Taneytown 
d. NAME OF HOSPITAL (if not in hospital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
OR INSTITUTION 2 ‘ON A FARM? 
Alexander Nursing Home ves (] No Bd 
3. NAME OF rT i 4. 
pare ad First Middle fost ‘ ee Month Day Year 
(Type or print) Ada Mad Kesselring drkatH =June 27 1957 
5, SEX 6. COLOR OR RACE |7. marRiED(] NEVER MARRIED [-] | 8. DATE OF BIRTH ?. Seay IF UNDER ? YEAR] IF UNDER 24 HRS. 
ost birthdoy] i a 
Female | White wioowen &}  oworceo O] | Jan. 19, 1879 78 yn. Peary in 
1a, USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housework Own home Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Jacob Bankert Francis Bankard 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? (16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, 0, of unknown) {IE yes, give war or dates of tervice) 
no Mr. Charles Rohrbaugh, Taneytown, Maryland 


18. CAUSE OF DEATH [Enter only one cause per li {0}. (b). ond (c).] INTERVAL BETWEEN 
ip 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0 


DUE TO 


Conditions, if any, which 
gove rise to immediate 
couse {a}, stoting the under. ( DUE TO 
lying cause last. fe 


"3 Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
- 
$ yes(] not] 
= | 200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port 1! af item 16.) 
& | OR CONTRIBUTING [J CAUSE OF DEATH 
© | (UF EITHER, NOTIFY MEDICAL EXAMINER) : 
z 
& ]20. TIME OF INJURY Manth, Day, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
6 Hour a. n. While _ Not while foctory, street, office bldg., etc.) | : 
= p.m, 19 _|at work [1] at worky 1] at 
Y “= 
21. 4 certify thafl) attended the deceas: m4 7 , 1986, to flac 2, 19 i | last saw the deceased 
alive ani. Af. 120) . Ch hat death accurred a! ft 2 FM, fram the cai ind an the date stated abave. 
i, ADDRESS (Street, city br towh, state) DATE SIGNED 
ACTUAL 
SIGNATURI 


of ih ¢ LAE, MD. .A22#S) 
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B 3) 6/29 jal an meLery anev town Mary land 


da. Ri i rey . REGISTRAR'S SIGNATUR! 
f} g 
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1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
O61T 7 
6181 CERTIFICATE OF DEATH ‘eettohave QO 


2. USUAL RESIDENCE (Where deceated lived. If institutian: Residence befare odmission) 


a. STATE aRYLAND b. COUNTY CARROLL 


°. COUNTY CARROLL oa 
¢. CITY OR TOWN (If auiside corporate limits, write RURAL ond give neares! tawn) 


b. CITY OR TOWN (If autside corporote limits, write | ¢. LENGTH OF STAYIN Ib 
MeN Wasa k buh, 


RURAL and give nearest town) 
{| 
d. NAME OF HOSPITAL (If no in hospital. give street address) d. STREET ADDRESS 0. 1S RESIDENCE 
OR INSTITUTION 
ie a] 


3. NAME OF fr Middle 4. DATE ee 
ayieoreian LUAU GE MELVINA Zz AMBERT SEATH Lan e = 19.57 


5. SEX 6. COLOR OR RACE |7. MmaRRIED RYYNEVER MARRIED [-] | 8. DATE OF BIRTH ig irs fe 
los} birt! wd Min, 
wivowep [] ovorceol] | SS 3 S/S 7k Sa ale cies” ti 


100. USUAL OCCUPATION al kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign Lf 12. CITIZEN OF WHAT COUNTRY? 


during mast of working fife, even if retired) OWN WME sRYL AWD Si 


1. PLACE OF DEATH 


ed in by I 


Pages 1 ond 2 


bamg. 


Hou 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
oHN P NooRE AMELIP GOSNELL 
hail Menai 9957 ald 29777 WW Dose eR” 
NONE VR WR _LANBERT BXEW WN LSo Lib 


18. au OF DEATH [Enter only one couse per line far (a), (b), > 0) 1 INTERVAL BETWEEN 


PART §. DEATH WAS CAUSED BY: pera Spl 
IMMEDIATE CAUSE (0 


ds « DUE TO 


/ 


o 


Then please remave carbon popers. 


the registror prior to buriol, cremotian, or removal, ond in ony event within 72 hours ofter death. 


ions, if any, which 
gove rise to immediate 
cotse (a), stating the under. ( DUE TO 


lying couse last. « 


ate has been signed by the ottending physicion ond completely 
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3 = | 200. ACCIDENT WAS UNDERLYING [)_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Port 1 or Part Il af item 18.) 
& | OR CONTRIBUTING LD) CAUSE OF DEATH 
2 & [tf EITHER, NOTIFY MEDICAL EXAMINER) 
538 & [2 TIME OF INJURY “Month, Day, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (State) 
wg 3 Havr o. m, While Nat stile foctary, street, office bidg., etc.) | 
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aes re 7 
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WY We STMNSTE 


d. NAME OF HOSPITAL a d. STREET ADDRESS. e. 1S RESIDENCE 


OR INSTITUTION Ya) eC HA fi yk ES oa el O NOL 
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trem DER THA MAGRUDER | tomJyne 13S 7. 


5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [_] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
jis # bithdoy) | Months] Doys | Hours] Min. 
wipowen (G— _oivorceo [] OY. Y Fs aS 


10a. USUAL OCCUPATION (Give vind of a done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


erol directar, 


in 24 haurs offer death. Poge 4 
illed ii « irectar, 


Pages 1 ond 23 


ke fil 


i 
r) 
© 
Uo 
2 
= 
= 3 
2 32 
5S Fbe 
3 88 . | during most of working life, even iF retired) 
& Bev NG [D> A 
bi SDS 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
| ese 
© 88s 4 
8 Bee ot ir-Hd wh SABBLLE 
= £23 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? |1¢. SOCIAL SECURITY NO. [17. INFORMAN) Aden 7 6 CHAI LE 
ley fen. 90, oF unknown} {IE yes, give wor or dates of service) ~g u A 
Epa 1h 05° 7260 bf ELVA LIAG see WEST MINS] Pp 
5 282 18. CAUSE OF DEATH [Enter only one cause per linetor (olAB). ond (c}-} a INTERVAL BETWEEN 
3 se ae be ‘ ONSET AND. DEATH, 
= TL. DEATH WAS CAUSED BY: Q / we oe 
£ gs IMMEDIATE CAUSE (o YALE. é : 
= sete 44-4 DUE TO {) 3 
2 Bas Conditions, it 4 i = 
= 22 ‘onditions, if any, which ® “AA AA Q lant 
os Fw gove rise to immediote DUET P a 
25. Gerine co¥se (0), stoting the under- i) 2 
ry gees lying couse lost. te) ee oe 
t5 2% 
2235 S & Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TGMEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART lol]. WAS AUTORSY 
2SOFG 3 
£asse re? = yes] No] 
Fotss © [200. ACCIDENT WAS_UNDERLYING []__ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
eSe2° & | OR CONTRIBUTING C] CAUSE OF DEATH 
eeses G {UF EITHER, NOTIFY MEDICAL EXAMINER) 
Ss5ss § ]20c. TIME OF INJURY Month, at Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, foo, 1204 (Cty or tov (County) (Stote) 
Soles a Hour a. m. While Not whi foctory, street, office bldg., 4.) ; 
aesi?s °F Pom. pron ot wed UY ' 
Cpr ? g 
z ss 3S ys) | attended the deceased frat 1) © ae 1 19.837 tc To HAAN L3, 19. ST that | last saw the deceased 
Litt 4 
ey 23 5 . Ws 9nd that death occurred a! 137M, fram the causes and an the date os abave, 
B= 2 my i DPRESS (Street, ¥ town, stote) 
da _ 4 . 5 
epee / 7 KIS) Leechs het a6 BOR, e TE es 
£aRUe 
z A 35 é 
Seeks 
cf teas id 
a B2°9 Ro. > seuainc een Vy DATE THEREOF 4 NAME OF CEMETERY OR CREMATORY Bd, LOCATION (Cily, town, or coupiy) Sy a 
=> > specify —— 
0 fo 82 AIENEMRVIE Ke? LE ETE ® FErep.le 
oF ADDRESS 4 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Vs AIS (4) 7 = Wa 1) bh, 
15M 9/55 dy ate A) -1$7 VIRAL Littles 


$A Nvaund 


Gana 


cd 


y 


eral director, 


be fil 


¢ 


5 


illed in by # 


popers. Pages I and 2 


/ 


Pog 


/) 


ote hos been signed by the attending physician and completely 
Then please remave 


ding physicion. 


ached far use os the burial-transit permit. 
the registrar prior to burial, cremation, of remaval, and in ony event within 72 hoursafter deoth. 


: After this ce 


®: 


poge 3 should b} 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours ofter death. Page & 
may be retained by the hospi 


TO FUNERAL DIR, 


VS AS (4) 
15M 9/55 


Be i i ee Rites STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06 17! 
Ctem ilm 21 6 2) 2° ams CERTIFICATE OF DEATH ; 


Reg. Dist. No. 


We pA eae 2. pager abt Like {Where deceoted lived. If institution: Residence before admissian) 
° ° b. COUNTY 
Carrol] ga ae te'! Maryland Balto, City 
'b. CITY OR TOWN (If outside corporate . LENGTH OF STAY IN Ib c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) ' 
Sykesville LOyrs,imos,.6days Baltimore 3yvoe/-4 \ 
d. NAME OF HOSPITAL (If not in haspitol, give sireet oddress) d. STREET ADDRESS «. IS RESIDENCE 
OR INSTITUT! ION ON_A FARM? 
pringfield State Hospita (109 Doris Avenue vs F] NOB 
3. NAME OF First Middl Lost 4. DATE 
NAME OF ina iddle . Da Month Dey Yeor 
{Type oF print) Garland McCALL Bean June 17 19 57 
5. SEX 6. COLOR OR RACE 17. MARRIED [] NEVER MARRIED [af | 8. DATE OF BIRTH 9. AGE We year R[IF UNDER 24 HRS. 
irinday| Month: bal Mi 
Male White wipowen [] pivorceof] |dune 21, 1909 iva ye. , eng ed ee 
Wo, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


during meat of working life, even if retired) 


North Carolina U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Andrew McCall Clara George 
PR sas Evils: dace cea, 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
No - - Springfield Hospital Records 


INTERVAL BETWEEN 
ONSET AND DEATH 


known 


18. CAUSE OF DEATH [Enter only one couse per line for (0). (6). and (c)-] 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} Encephalitis, t 


td 


DUE TO 
t Bronchopneumonia Days 
e 
stating the under: ( DUETO 
lying couse lost. te) 
‘3 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
= PERFORMED? 
%| Eplleptic Psychosis ves @ No] 
= |200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port 1 ar Fort H of item 18) 
& | OR CONTRIBUTING C) CAUSE OF DEATH 
G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
a Se ee eee 
& [20c. TIME OF INJURY Month. Dey, Yeor | 20d. INJURY OCCURRED —_|20e. PLACE OF INJURY (Home, form, | 201. (Cily or fawn) (County) (Stole) 
ray Hour 0. m. While Not while foctory, street, office bldg., etc. 
= p.m. 19 fot wark [] ot work [J 
21. | certify that | attended the deceased from__JULY Ly es Pl 0 to June 17, i fe. 120__that | last saw the deceased 
alive on___June 17s | , 12 Melar:, and that death accurred ot L1£50P, from the causes and an the date stated abave. 
ADDRESS (Stree!, city or tawn, stote) DATE SIGNED 


PHYSICIAN'S 


NAME or ee a: ae 2 Ae a oh 
w Aiycias toa | 72d. LOCATION (City, town, or county’ (State) 
pecil 
ded did Af 2A baslamd Mesrnovial Zell? . Dk 
J y) ‘ADDRESS Aan ib ST, . REGIST a 
Brug ertae hoe 6205 ord, eNOS 7 3 


a7, = vs 


3A Nvayng 


4661 OS NN 


U3 arz0 2 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0618 
6184 CERTIFICATE OF DEATH 


ore 


Reg. Dist. No. 


st 
3 7 te bees 2 lala i! Sout (Where deceosed lived, If institution, Residence before admission) 
iS ar oe. b, COUNTY 
32 Carroll eee. Maryland Washington 
re) 1 b. CITY OR TOWN (If outside corporete limits, write | ¢, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest fown} 
s a RURAL ond give neorest tawn) t 
p Sykesville 2yr,6mo,174. 
‘ d. NAME OF HOSPITAL (If nat in hospital, give street address) 


OR INSTITUTION 


pringfield State Hospital Paurviey/Kegdy g y |_ ves] No Ge 
3. NAME OF First Middle DA 
{Type or print) Joseph Ww. MePHERSON DEATH June 1 19 57. 
5. SEX 6. COLOR OR RACE |7. maRRIED (-] NEVER MARRIED [SY | 8. OATE OF BIRTH 9. Rubee IF UNDER} YEAR] IF UNDER 24 HRS. 
M W winoweo{] —soivorceoQ] | January 23, 1872 yn. 


100. USUAL OCCUPATION {Give kind of wark done) 10b. KIND OF BUSINESS QR INDUSTRY 
during most of working life, even if retired) 7 


11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
y 
Farme A’ tte beer, 
YY 


USA 


feath. 


Z 
Maryland 

13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

Tom McPherson Lucille - - LZretthe, 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECUR! NO. |17. INFORMANT Address 
(Yes, ne oF unknown), OF yes. give wor or dates at service) 

No 5 iA ‘deh Springfield Hospital records 

18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond ().] 


PART I. DEATH WAS C, ‘D BY: 
; immeniate cause (o)_Arteriosclerotic heart disease 


7 “ DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


ars 


Then pleose remove carbon popers. Poges 1 ond 2 9 


Conditions, if ony, which (by 
gove rise to immediote 


cause (0), stating the yader. ( OVE TO 

lying couse tost. hy ) 

Gps ‘sob SUe Why LBEURERCS "OR ie RabSL LS, “EEQIEN" OH RUEPER LOR, UREN Soll” Hvala” 
6 brain disease with psychotic reaction. Pulmonary tuberculosis. vs] No@ 


+ The low requires that the deoth certificate be executed within 24 hours ofter death, Page 4 


200. ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port { or Part II of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, ODay, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) {Stote) 
Hour a.m. While Not while factory, street, office bidg., ete.) | 


ro 
a 
nae 
ES 
= 
a 
a 
= 
e 
= 
° 
6 
p.m. 19 fot wark {7} of work ( ‘ 


Zz 
°° 
5 
. 
S 
re) 
< 
re) 
8 
= 


R: After this certificote hos been signed by the ottending physicion and completely filled in by 


may be retained by the hospi! 


ached for use as the burial-transil permit. 
the registrar prior to buriol, cremotion, or removal, ond in ony event within 72 hours of 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


az 

23 means Walther H. Sonnenfeldt, M.D. 

2 4 ‘Wb. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) fae 

2? “payer 6-15-57 Boonsboro Boonsboro ide 

2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS do, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
era Fred W. Kraiss Hagerstown Md. ote @-AS SS, A A chetty selcer) 


5 ‘A Nvauna 


ol 


eral director, 
be filed with 


° 


Hed in by 


Pages | and 2 $ 


ires thot the death certificate be executed within 24 havrs after death. Page 4S 
Then please remove carbon popers. 


g physician. 
: After this certificate has been signed by the attending physicion and campletely 


@- 


the registrar prior %0 burial, crematian, or remaval, and in any event within 72 hours after death. 


hed for use as the burial-transit permit. 


may be retained by the haspital or atten 


TO FUNERAL DIRE 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 
page 3 shavid b: 


VS AIS (4) 
VSM 9/55 


al MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6185 CERTIFICATE OF DEATH NG181 


hi Reg. Dist. No. 
if ee tial 2. Bea Resroence (Where deceased lived. If institution: Residence before odmission) 
%. o b. COUNTY . 
Carroll . UM ried Maryland 
oon b. CITY OR TOWN (If outside corporote limils, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limils, wrile RURAL and give neares! lown) 
i RURAL and give nearest town) = pa F it 
i Henryton 11 days Baltimore v of 
d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS @. tS RESIDENCE 
/ OR INSTITUTION ON A FARM? 
( 1 569 Moore Street ves ONO Bg 
3. NAME OF iT Middl 4. DATE Ye 
DECEASED. First iddle Lost , Month Day fear 
{ype or print) 0 6 19 57 


9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) Bark Min, 


om 


5. SEX 6. COLOR OR RACE | 7. MARRIED (XJ NEVER MARRIED [-] | 8. DATE OF BIRTH 
Male Negro wipowed [3 DIVORCED [] 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KINO OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
Ss / during most of working life, even if retired) 
Carrier & 10 Store 
I 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Unknow Lila Butler 
15, WAS DECEASEDEVER IN U. S. ARMEO FORCES? 17, INFORMANT Address 
Ties, 0, oF unknown), AM yes, give wer or dotes of service) 
O|_No Columbus Medley = Patient 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] 


PART |. DEATH WAS CAUSED BY: 
, WMMEDIATE CAUSE (0) 


010% DUE TO 


Conditions, if ony, which 
Gove rise to immediote 
cotse (0), stoting the under ( CUETO 
lying couse lost. a 


Past I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) ]19. WAS AUTOPSY 


PERFORMED? 
ves] NOC) 
200. ACCIDENT WAS UNDERLYING C] ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port tor Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c, TIME OF INJURY Month, Doy. Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, farm, ; 20f, {City or town) {County) {Stote) 
Hour o.m. While Not while factory, street, office bldg. etc.) | 
p.m, 19 fot work [] ot work [1] t 


21. 1 certify that | attended the deceased fram, 5-23: _. 19.87, to 0-3_ .. 1.57, that | last saw the deceased 
olive on_Ow57 12. , and that death accurred athO2.L.0.AM, fram the causes and an the date stated above. 


12. CITIZEN OF WHAT COUNTRY? 


U. Se A 


INTERVAL BETWEEN 
ONSET AND DEATH 


MEDICAL CERTIFICATION, 


paca anna —------+ 


ADORESS (Sireel, city or town, stote) DATE SIGNED 
/ SGNAT wo. ..Henryton, Maryland 0... 6-3=57 
PHYSICIAN'S . 
NAME (Type)_le F. Vestal, Superintendent  —__ Henryton State Hospital «ss 
La ee 
Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ec, IE OF CEMETERY OR CREMATORY Td LOBATION (City. town, gf county) (Stote) 
Brey [CG 7 (Coleden DIK Rae ET ey 
% INERAL DIRECTOR'S SIGNATURE ADDRESS 5 7 ~ } 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATUR| 


DATE Bll fLf, J eee es 


AT etn’ a ¢ ky 


4 A nvaane 


Wacol 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (625 


_ 6186 CERTIFICATE OF DEATH Shree Y 


~ 
f? 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. IF institution: Residence before edmission} 
S 
é ©. COUNTY Carroll marviann || % STATE Maryland b. COUNTY 
__Maryia 
£ . CITY OR TOWN {If outiide corporate I ite | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN {If ovliide corporate limits, write RURAL ond give neares! fawn) 
B RURAL ond give nearest town] ti 1 ae 
2 @ Sykesville 1_mo, 6 days Baltimore 12 3V OF 
iS © [RANE SE HOSRITAL GF not i hoapite, give sireat oddret 4, STREET ADDRESS ©. IS RESIDENCE 
2a fs prinefield e Hospita 6115 Parkway Drive yes [] No Gt 
2 £6 3, NAME OF Firat Middle Lost 4. DATE Month Dey Yeor 
@ “we 2 M 30 57 
oe 2 (Type oF print) Robert Henry MILLER DEATH June 2 19 
=e 
e =e 5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (ln years [JF UNDER 1 YEARTIF UNDER 24 HRS. 
= st _birthdoy) Hours Min. 
Lane 2 M W wioowen [] owvorceo(} | October 9, 1867 i yn. 
3 & a 100. USUAL OCCUPATION (Give kind of work done{ 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 83s / during most of working life, even if retired) 
S ye 3 ale Daniel M 2 fe: Maryland 
3 ° £ iy I 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
esc 
2) Zornes, lewis Miller Sarah Zachara 
= = 8 2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
3 65 z (Yes, no, or er {I yes, give wor or dates of service) P18 aa 690 Springfield H ital rd 
oS oFe {e) - QE?’ pringfie ospital records 
£¢e 
3 £ 2 £ 1B. var, “4 oes [Enter only one couse per line for (0). (6). ond {c}-] INTERVAL BETWEEN 
2 52 ,, TART! DEATH Mebiatt caus o)_Ar'teriosclerotic heart disease years 
5 fF GAOIO DUE TO 
= 52> Conditions, if ony. which » Generalized arteriosclerosis years 
& BES gove rise to immediote 
rie ys cavse (0), stating the under. ( OVE TO 
Fcstu=yv lyi lost. 
Fert=B ying coure g 
$624 pst LE 
38 $ 5 + ms Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 10} |19. WAS AUTOPSY 
if a 25 Q * RSS TE a : PERFORMED? 
eee tie) Ov s Ch pnig brain syndrome associated with cerebral arteriosclerosis, ves] No ff] 
o.5 % D NO ote On 
= oF 2 § © [200. ACCIDENT WAS UNDERLYING () | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
Zeger E |or CONTRIBUTING C) CAUSE OF DEATH] =) ) 
Zeges & [UF EITHER, NOTIFY MEDICAL EXAMINER] | 7 ©) 4! 
2szes 3 [ide TIME OF INJURY Month, oy, Year [20d INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm. 1 20f, (City or town} (County) (Stote) 
$5.2 9s a Hour “o.m. While Natiwhile. factory. street, office bldg., etc.) ! 
ZaErE 2 eid ot work [7] of work [7] d 
g Geek 21. | certify that | attended the deceased fram._____ May 24, 19.27% 10 June 305___., 19.917 thot | last sow the deceased 
= oO 
9g = bs oie alive an___ June_ 30 “ag. ioe and that death accurred at_ 335? m, fram the causes and an the date stated abave. 
co rs f . 
e ADDRESS (Street, city or town, stote) DATE SIGNED 
& >» Q 
<a = ACTUAL : t 
re 8: j a wo, .....Shtingfield State Hospital TALS. 
Oeara d 
25525 PHYSICIAN'S > 
£5228 Namettyes 7 Agustin del Campo =u Sykeeyilie) Maryland. oss ia 
ee ad Wo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City, town, or county) (Store) 
Ky 
9,5 .3° EMOVAL JSpecify) 
= reece Urs, 7/3/57 Loudon Park Cem Balto d 
2he= j ° 7 aT} be daa 2a we ae 
. J f Y, 
vs) Ok, ofe = LGA: Ll eg 


A V/ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6187 CERTIFICATE OF DEATH 


aad 


432% J 


ie £ Reg. Dist. No. 
ee 1. PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
° 8 ©. COUNTY ©. STATE b, COUNTY. 
cae: : Carroll ESRAw Al 2 Maryland : Frederick v 
£35 b. CITY OR TOWN (If outtide corporate limits, write | ¢. LENGTH OF STAY IN tb €. CITY OR TOWN (If auttide corporate limits, write RURAL ond give nearest town) 
2 ‘ Li ( po! a 
Fy $ a RURAL and give nearest town) i i 
2 eer erate Frederick) (Rural) /o x 
a be a2 WA i EOF HOSPITAL [if not in hospital, give street address) d. STREET ADDRESS. . 5 RESIDENCE 
re) = ia IN‘ 
MM f + o 2 2 

E aS Springfield State Hospital _ ves (]_No fa’ 
2 265 3. NAME OF First Middle lot 4, DATE Month Oay Year 
04% DECEASED ; DEATH 
S Es ren Sarah Catherine Poo 6 0 iy 
z 22 S. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED [7] | &. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEARIIF UNDER 24 HRS. 
. 3" , ost birthdoy) [Months] Doys | Hours] Min. 
wen Female White wiboweD fq pivorceo ] | 10 /13 /1876 BO rn. 
£ Ea. 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 5 a a ] duging most of working life. even if retired) M 7} USA 
ze ws ° aryland 
o wv ea Eee at “a 
g 8 1:1) 13, FATHER'S NAME ¥4, MOTHER'S MAIDEN NAME 
2 eek Benjamin Sherfey Lavina Eyler 
& £53 1S, WAS DECEASEDEVER IN U.S. ARMED FORCES? |16, SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
= §ES fp | Bes 90, oF enknowe) Ut yea, give wor oF dates of service) 
S s 5 "4 - - 4 g 4 
peas : No : 220 - O1-06g7a Lt thre RLM MALE: 
2 = 3 = 18, CAUSE OF DEATH [Enter only one couse per line far (a). (b). ond @. SRE ERe 
0 6205 PART |, DEATH WAS CAUSED BY: Ltr / 
2 re : IMMEDIATE CAUSE (0! 
5 =F 2 oh x DUE TO t f vA, 1 
= 32 ~ Conditions, if ony, which rowan ie CLthAe 
3 BEs gove rise to immediote DUE TO 
5 gfe cotse (0). stoting the under. ( OVE 
= he =? lying couse lost. (¢). 
ea 
z eeso ‘a Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. WAS AUTOPSY 
2e0F5 mS Z : a ot 
eases $|204sManic depressive psychosis, devressive phase. vest NoO 
ae ese = | 200. ACCIDENT WAS_UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 1B.) 
» feat e ‘4 
Zeoes5 & | ir citer, NOTEY MEDICAL EXAMINER) 
=< § Ps o Vv i. 
2sses 3 [ite TIME OF INJURY Mont Year | 20d. INJURY RRED =| 20e, PLACE OF INJURY fHome, form, | 20F, (Ci te o Stot 
et ee eer a eee wii 
apes 8 p.m. 19 Jot work [] of work [] ‘ 

B58 
g 3 2 ae 21. | certify that | attended the deceased from,_____ Bl. ky 42, to_...6/30 pe ey x 19.57. that | last saw the deceased 
2o2 us ; 
[aa $3 olive oniOf INES a5 cies = Py Gee and that death occurred at .LO:COpM, fram the causes and an the date stated abave. 
E £  y "4 ; y ADDRESS (Street, city or town, stote) | y AJE SIGNED 

> g 7 
<r tild Sle recat l 
pet Sette Libeled MALU CUM Lh yD, Serisipled Lede begs SGhlgel Ua U/30)57 

faze ry y v ; ’ : y 
Se PHYSICIAN'S (7/4 4 Za Ln Lake be P Gap fii, 
Sea2e Raattwn LEAMA Apa tup lid 44D. C bet afr fat Stade, 
SSO oR 720. BURIAL, CREMATION, | 22b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 2d, LOCATION (City, tawn, or count; State) 
Os5.22 REMOVAL (Specify) > > Y) (State) Gy 

& - Sor , 4 

ote et BORTAL \J ULF: ALOLALVET CET IY FREDERICK, AL 
- 


23. FUNERAL DIRECTOR'S SIGNATURE ADORE ab, ms, NATURE 
Vs AIS (4 ’ ; f am } “4 0 
Yan 9758" SivLaaano P : Ma ary Ace. 


S$ “A NVaNnd 
tar : 


fe 
j 


(3 arao’ 


ol 


neral directar, 
be filed with 


yj 
o] 
ae 
yy 


Pages 1 and 2 


he 


Then please remove carbon papers. 


IR: After this certificate has been signed by the attending physician and campletely fitled in by 


tached far use as the burial-transit permit. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hours afte; 


may be retained by the haspital ar i 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death; Page 4 
page 3 shauld 


TO FUNERAL DIR 


VS Al5 (4) i 
& 


w 


i? 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 064 §2 
6188 CERTIFICATE OF DEATH ae 


Reg. Dist. No. 


wun Gg ve Hey enim ay (Where deceased lived. If institution: Residence betare admistion) 
arroil MARYLAND Maryland BAGOUNTY. 
b. seta A prilostnce carporate limits, write} ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest tawn) 
Besville 1 mos, 28 dgg Baltimore 13 J 
a. peg iltidade: hats (If not in hespitol, give street oddress) | d. STREET ADDRESS. «. Bale 
Bpringfield State Hospital 1512 North Gay Street ves C] No 
. Reeekne First paeele lost 4, pore Manth Doy Yeor re 
{Type or print) Magdalena Matilda Hilmar PORTS DEATH June 23 19 57 


5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER } YEAR|IF UNDER 24 HRS. 
fort bucthSoy} mena ariy —S 
F W wivowen Jf] pvorceot] |June 6, 1883 Th os 


100. USUAL OCCUPATION (Give kind af work done| 10b. KIND OF, INESS OR tNDUSTRY | 11. BIRTHPLACE (Stote or foreign cauntry) 


Qt 12. CITIZEN OF WHAT COUNTRY? 
during most of warking life, even if retired) 


ousewor c a Maryland USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 2 
Rudolph Hilmar Matilda ~- 4 
15. WAS DECEASED EVER IN U. 5, ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
tes "Wi ‘unknewn) {Mt yes. give war or dates of service) xy re 4 
° - Gh ae Springfield Hospital records 
=]18. CAUSE OF DEATH [Enter only one couse per line for (0). (6). and (<).] ¥ . \ J INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: Aterdosclerobit Heart Di : ONSET Aaa 
4 IMMEDIATE CAUSE fo} riosclero ea sease years 
. DUE To 
Conditions, if any, which (bh 
Gove rise to immediote 
cavse (a), slating the under. ( UE TO 
lying couse last. a 
‘4 Paer lj. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING JO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE INDITION GIVEN I T Vo} ]19. WAS AUTOPSY 
©] Chronic brain ‘syndrome associated with cerebral arteriosclerosis with PERFORMED? 
SLop ho e2 One abetes Mellitus, yesQ) NoX) 
= 200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port fl of item 18.) 
& ] OR CONTRIBUTING [) CAUSE OF DEATH i, oe 
G [UF EITHER, NOTIFY MEDICAL EXAMINER) x ¢ x 
z 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 208. (City or town) (County) (State) 
8 Hour Yotm: While Net while foctory, street, office bldg. etc.) | 
= p.m. 19 lot work [] ot work (J i 
21. | certify that 1 attended the deceased from._June 25, __, 19.56, to_ June 23, _, 19.57. that | tast saw the deceased 
alive on....... June 22 Tee len and ath occurred at 3200 Ay, from the causes and on the date stated above. 


scrunt X jeUgnlu 
SIGNATUR' 


” 7 
PHYSICIAN'S Walther H. Sonne 


7e. BURIAL, CREM 2b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, or county) (Stote) 
‘MOVAI : é 
BUrtar 6-28-57 Oak Lawn Cemetery Beltimore 


23. 


. FUNERAL DIRECTOR'S SIGNATURE ADDRESS . 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
Ze Moen (Leth, Prec. L/, PEs Lil AI Lis; is 2H. ST @. 7 Sibeety & 


$A nvund 


Darsos 


} 1 


fo ‘ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
-d-, u ) ftem 18 Film 218 7-18-57 ams 
a 


( 


9 CERTIFICATE OF DEATH auenninne 
ae t a’ eg. Dist. No. , 
2 = te ee DEATH 2. Rite aad (Where deceased lived. II institution: Residence before admission) 
i =a o b. COUNTY 
52 Carroll lings! Maryland 
Be b. CITY OR TOWN (IF outside corporole limits, write |.c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
s 2 RURAL ond give neorest town) F # 
Sykesville 3yr.9mo.5days Baltimore i ) ; 
d. NAME OF HOSPITAL [If not in hospital, give street asa d. STREET ADDRESS: e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
° fs pringfield State Hospital 645 W. Franklin Street ves] No) 
oO 3. Retenaeo First Middle lost 4, ee Month Day Yeor 
x (Type or prin!) Arthur Carleton RIPPE DEATH June 23. ip Sih 
& 3. SEX 6 COLOR OR RACE |7. MARRIED [|] NEVER MARRIED B. DATE OF BIRTH 9. AGE In is av LEAR IF UNDER 24 HPS. 
lontt H Min, 
Male White —|wioowe —_oworctoc] | 7=30-1897 § ESE 
me Wo. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during most of working life, even if retired) 
= 1 |_ = Towa USA. 
3s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
2 
oO 
a Knute Ripp Carry Ri 


2 


Leas Dent ep AE ce Bone Abe jell 16, SOCIAL SECURITY NO. INFORMANT Address 
5 pS eee arg” oNE "3 field State Hospital - Sykesville, Md. 


1B, CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c}] INTERVAL BETWEEN 


PART t. DEATH WAS CAUSED BY: ONSET AND DEATH 
_ IMMEDIATE CAUSE (0) 


LLOS X DUE TO 


Conditions, if any, which 5 
gove rise to immediote 

couse (o}, stoting Ihe under ( OVE TO 
lying couse lost, to. 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO CEATH BUT NOT RELATED TO THE TERM! EASE CONDITIO! IVER IN PABT 1(o)|19. WAS AUTOPSY 
Me ntal Deficiency, severé, c bes nie brain syndrome with prese e brain PERFORMED? 
Beas i) a! DS Y ate, ves [J No &&) 
oe ‘ACCIDENT ' AS. Tense gee Lj 20b. DESCRIBE How TORY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 


OR CONTRIBUTING [) CAUSE OF DEATH “ 
(IF EITHER, NOTIFY MeBical EXAMINER) 3 x 


}20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY [Home, farm, 1 20F. (City or town) (County) (Stote) 
Hour oo. f. White Not while foctory, street, office bidg., li 
P.m, 19 lot work [1] ot work (J 


21. | certify that | attended the deceased from._9=18 19.53, EB ese) Fs , WEL. that | last sow the deceased 
alive Ce > oe TOES Tee and that death occurred at L120hPm, from the causes and on the date stated above. 


ADDRESS (Street, city or town, stote} DATE SIGNED 
SGNAT Net — Sar MO. ears eae 


Then please remave carbon papers. 


-transit permit. 


MEDICAL CERTIFICATION 


IR: After this certificate has been signed by the attending physician and completely filled in b 


tached for use as the burial 
the registrar priar to burial, crematian, ar remaval, and in any event withi 


e 


may be retained by the hospital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 hours after death: Page 4 


age / 
3 
<2 NAME (type) D ind 
C4 . oa BURIAL, Ceo Zab. raul ing clea Rc. OF CEMETERY OR sania Md. ‘ity, town, or county) Stote) 
25 ee wis eS ~ a 
me < JAE EAM unt i PaO Re 
VS AIS (4| 
Vass) UT tnt JNK id IN GUISE (Aor, Z Lidge. 
ee ge 45 


3A NvaUns 


“4561 Sc NI 


Oy ars9% 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


6190 CERTIFICATE OF DEATH ing meniiine ; Ot 84 


a fobs st ate les (Where deceased lived. If institution: Residence before admission) 
a * INTY 
Carroll County [roid ts i land Soe 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neores! town! be 
inksburz, Md. yy Finksburg 


d. NAME OF HOSPITAL (If not in hospital, give street address) , d. STREET ADDRESS e. 1S RESIDENCE 
‘OR INSTITUTION ON _A FARM? 


“ RF.D. #1 ves G} NOC) 


3. NAME OF First idl 4. Dal 
DECEASED eu Middle Lost TE Month 


Doy Yeor 
(Type or print) Robert es Roskelly DEATH June 10 19 57 


5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED (&) | & DATE OF 8IRTH 9. AGE {In yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 

Ptiare [hits |vcowetg, owen pamsry’3,2662 [PSA Fey oe 

10a. Svinte st woah, Wee: feet al 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Sta. Hngineer (Ret ' ay Kramer Brothers Alabama U. 5. as 


i 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Henry Roskelly Bessie Bowden 


V2 Sere ery U.S. papas Dead 16. SOCIAL SECURITY NO. 17. INFORMANT Address 
Ai adidi ee a aaa : : 
no ee ~Ol-1517 |Mrs. Clara Wildman, Finksburg, Md. 


18. CAUSE OF DEATH [Enter only one couse per line for fo}, (b). ond ()-] INTERVAL SETWEEN 


PART 1, DEATH WAS CAUSED 8Y: T A! ve. 
IMMEDIATE CAUSE {a) - 


1. PLACE OF DEATH 


be filed with 


death. 


jours 
U 


Then please remave carbon papers. Pages 1 and 2 


Conditions, if any, which 
gove rise 10 immediate 
courte {0}, stoting the ynder- 


lying couse last. 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. SEASTANT CEST 
RFOR 
none yes No 
20a. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port I or Port Il of item 18.) 
OR CONTRIBUTING CD) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICA EXAMINER) none 
[20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour an. White NOH while: factory, street, office bldg., etc.) | 
pm NONE 9  fotwerk [J ot work FJOME none + none 


21. | certify that | attended the deceased from.__. =33) WWicw ante) = a that | last saw the deceased 


alive on. foen, 12_______, and that death occurred at8236 =M, from the causes and on the date stated above. 
ADDRESS (Street. city or town, state) DATE SIGNED 


saquat 32 wo. 6 Hanover Ra, 


R: After this certificate has been signed by the ottending physician and campletely filled in b: 
MEDICAL CERTIFICATION: 


ached for use os the burial-transit permit. 
to burial, crematian, ar remaval, and in any event within 72 hi 


* 


Nametieet_D- D. Caples, M.D, === Reisterstown, M€4, 


5 
Ro. pry alr 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, or county) {Stote) 
{ 
ca 6519 Moreland Park Cemetery Baltimore f 


23, FUNERAL DIRECTOR'S SIGNATURE ADORESS 2a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


William Cook, Inc., 1217 St.Paul Street 4 5 on Ae nel Ahhh 
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TO FUNERAL DIR 


neral directar, 
bon papers. Pages 1 and 2 be filed wi 


ond completely filled in by } 
urs ofter death. 


Then please re: 


, cremation, ar removal, and in any event within 72 
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ached far use as the burial-transit permit. 


ta burial, 


’ 


may be retained by the haspital ar attending physician. 


page 3 should 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours after deoth: Page 4 
the registrar pri 


TO FUNERAL DI 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
, ° CERTIFICATE OF DEATH 


06185 
Reg. Dist. No. : 
i DSUAE SION (Where deceosed lived, If institutian: Residence befare admission) 
8 


1. PLACE OF DEATH 
a. COUNTY 


Carroll MARYLAND b. COUNTY 7 
b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) 
RURAL ond give nearest town) 2 
ykesville s.6mos,8d. é 


d. STREET ADDRESS. 


2919 St. Paul Street 


d. NAME OF HOSPITAL {If not in hospital, give sireet oddress) 
OR INSTITUTION, 


Springfield State Hospital 


" 1S RESIDENCE 
ON A FARM? 


3 poe ie Fiest Middle E: lost 4, DATE Month Day Yeor 
lnpnetarverint) Appollonia Margaret RUSSANOWSKA | otata June 18 
5. SEX 6. COLOR OR RACE }7. MARRIED [_] NEVER MARRIED [Jf | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS 
lost birtbday) [Months Min, 


Female White  |wooweQ pivorceo[] | November 30 1885 


100. USUAL OCCUPATION {Give kind of work pie KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) v 


Social Worker - Poland 2 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Lemard Russanowské Josephine Anzenaski 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{Yes, no. oF unknown} (it yes, give war or dates of service) 
No _| - >, | . 


1B, CAUSE OF DEATH [Enter anly one couse per line for fp), (b). ond (c}.] 


PA tapl pf Waphrthet 


INTERVAL BETWEEN 
ONS! DB5ATH 


be Pay: DUE TO 
if ony, which (o 
to immediote 
couse (a), sloting the under. ( OUE TO 
lying couse lost. oe 
Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o) | 19. woe 
C.B.S.associated with_circ.dist.,with cerebra arteriosclerosis,with ves J nol 
psy OO Pe A on dD SD mon 


Oa. ACCIDENT WAS UNDERLYING (7 06. DESCRIBE HOW INJURY GOUCURRED. (Enter noture of injury in Port | or Port It of item 1B.) 
‘OR CONTRIBUTING (J CAUSE OF DEATH a 


(IF EITHER, NOTIFY MEDICAL EXAMINER) Y 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, | 20f. (City ar tawn) {County} {Stote) 
Hour a.m. While Hel onite: foctory, street, office bldg. etc.) | 
p.m. 19 lot work [J ot work [J : 


21. I certify that | attended the deceased from__De@s 10,19, 19.5), todune 1B, .., 19.577.,that ! tast saw the deceased 


MEDICAL CERTIFICATION. 


alive on_Jume 38, _.19 572, and that death occurred ot 12:10PM, fram tlie causes and’an ihe date stated obave. 
¢ ADDRESS (Street, city or town, stote) DATE SIGNED 
wo, __Springfield Hospital 6/18/57. 


TARE(ANS Walther H. Sonnenfeld#, M,D._ Sykesville, Maryland 


Ro. poe CREM: i. | 22b. DATE THEREOF T2c. NAME OF CEMETERY OR CREMATORY ‘Md. LOCATION (City, town. or county) {Stote) 
“earn | 6/21/57 Holy Redeemer Cem Baltimore, Maryland 
"one a SIGNATUR! KDDRESS 24a. REC'D BY REGISTRAR 0 WAL. SIGNATURE, 
one } Kerk Kol Saltomer, onelo/ 19/8" /Odu4 Uw 


SCA AVINNG 


Dawa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06186 
6192 CERTIFICATE OF DEATH rf 


= 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. II institution: Residence before admission) 


Carroll manytann |} & STATE Mevyiana b.COUNTY Ose. 


b. CITY OR TOWN (If outside corporote limits, write |] c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL and give nearest town} 


Sykesville Since 7-3-30 Baltimore 3 \ 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


Springfield State Hospital 1513 Eastern Avenue ves NOD 


3. NAME OF First Middl 1 4. DATE 
NAME OF irs iddle Los Month Day Yeor 


OF 
{type or print) Kovpien SCHAS TNEY beatH = June 3 19 57 
5. SEX 6. COLOR OR RACE |7. MARRIED [RJ NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS 


lottbirthdoy} [Months] Do: Hi in. 
Male White  |woowe Divorced [J 10-1-89 67 oN [Monts] Days | Hours | Min 


100, USUAL OCCUPATION {Give kind of work donel 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) wv 


borer Russia 
| 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Youko Schastne Unknown 


1S. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16, SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
Yes, no, oF unknown) {I yer, give wor oF dates of tervice) 


1918-1919 Hospital Regords of Springfield State Hosp. 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (a), (b). and (.] SERV AL BET EENL 
PART I. NY: : 
é rks SEAT MEDIATE CAUSE (o_Coronary Occlusion — Minutes 
Ce : DUE TO 
Conditions, if any, which wo Arteriosclerotic Ga 
gove rise to immediote 
cotse (0), stoting the under- ( OVE TO 
lying couse fost. (¢). 


Past I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(c)|19. eer esate 
> Schizophrenic reaction, paranoid type ves NOG 


20a. ACCIDENT WAS_UNDERLYING C] 20b. DESCRIBE HOW INJURY sear (Enter noture of injury in Port | or Part Il of item 18.) 
OR CONTRIBUTING C) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, - 1 20F, {City oF town) {County} (tote) 
Hour 0. m. While __ Not while foctory, street, office bidg., etc.) 
pm, 19 fot work [] ot work [7] ' 


21. I certify that | attended the deceased fram___7--3_ ~ 19.30, to dune3. , 19.5'7_that | last saw the deceased 
alive an____Wune__’ —-.. 12_57__., and that death accurred at 32:15PM, from the causes and an the date stated abave. 


ig ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL : : : 
OO plang aero mo, _.....cpringfield State Hospital. - 


NAME (ryoe) 


z 


neral director, 
be filed with 


a 


n 24 hours ofter death. Page 4 
pad, " ' 


y filled in by 
Pages 1 and 2 


Then please remove carban popers. 


R: After this certificate hos been signed by the attending physician and comple 
MEDICAL CERTIFICATION 


lached for use os the buricl-transit permit. 
burial, cremotian, or removal, and in any event within 72 hours after di 


the registror pri 


ted ae a eRag ON SRONTECTFENSSS [724] LOCATION (City, town, or county} (Stote) 
REMOVAL (Specify) y/ “5 a 
yy sth zag, Loar 
23. FUNERAL DIRECTOR’ yy EZ ny “rT wim g57 nd : MG [ATURE 
VS AIS (4 5 
ea 9788 2472171 Lon A htt F- LM L2LZ1\ >! ALAA Bh 
YU é 


page 3 shauld 
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TO FUNERAL DIR} 


$A NVTNNG 


ceae tt NIM 


Oat 


le 3D MARYLAND STATE DEPARTMENT OF HEALTH-BALTIMORE, 18 Ga 
aan wet 93 VOLS? 


ho 


ERTIFICATE | ay 


2. 


f 


1. PLACE lec. DEATH 


COUNTY MARYLAND 
CITY (lf Cease corporeta tale writa RURAL LENGTH OF STAY 


ee end Wi pes town) 4 this plece) 
12 niebs ct 


CITY (if outside'cor 
OR 
, TOWN 
@} 


be executed wings hours after death. 


HOSPITAL Ly STREET 

ea INSTITUTION OR ‘ADDRESS 
STREET ADDRESS 
NAME OF (Middie) (ey) (Year) 
DECEASED 


{Type or Print) 


istrar within 72 hours after death. After. t 


z LIS 
1) ‘Se Ze anes a DATE 9. AGE lest birthday IF UNDER 1 YEAR [IF UNDER 24 HRS, 
= ; Months Days Hours | Min. 
: toa La df ~/f77 : | 
Wa, USUAL OCCUPATION (Give kind ol work 0b. KIND OF BUSINESS 11. BIRTHPLACE (Stata opAoreign country) 12, CITIZEN OF WHAT 
| done during, os of working Ty oven ‘OR INDUSTRY 4 i; Jy f° country? 
relir ri 
& Aprunk 4) te MEZUIZZAG, yaa, 7 [Ad ow 
S ty WHE: Ve 
° hilt i 
o me 
z en O87.) i (hha LE TAOWV 7, fo] | 
= ~ 18. MEDIC cAL Cc RTRICATION “INTERVAL BRAVE! EN 
wn i DISEASES OR CONDITIONS DIRECTLY LEADING ATH SEES ANS® DEATH 
z hy bp a, DIMAALY. 
<= ‘ / IMMEDIATE CAUSE Le ens I 


STATING UNDERLYING CAUSE LAST. out es 


y nb D> 
ANTECEDENT CAUSE(S) ee cre = 

DISEASES OR CONDITIONS, IF ANY, CK Cee LEeF Se 

GIVING RISE TO THE ABOVE CAUSE 


TL OTHER SIGNIFICANT CONDITIONS SORTA TIN 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. sa 


19a, DATE OF OPERATION 19b, MAJOR FINDINGS OF OPERATIO} 20, AUTOPSY? 

Li 4 x x YES NO 

2te. ACCIDENT WAS UNDERLYING [] | 216. PLACE (Home, form, Hictorys Ze, WHERE DID INJURY OCCUR? (Cty or town) (County) (Stete) 

‘OR CONTRIBUTING [] CAUSE OF DEATH | OF INJURY street, office bidg., etc.) 

(iF EITHER, NOTIFY MEDICAL EXAMINER} 

2if, HOW DID INJURY OCCUR? 


21d. TIME OF INJURY (Month) (Day) (Year) (Hour) 


a 


OCCURRED 
Not while 
al work ot work i 


YSICIAN OR HOSPITAL: The law requires that the death 
y be retained by the hospital or attending ph 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the regi 


certificate has been executed by the attending physician and completely filled in by the funeral director, the third ,copy® 


death certificate assembly should be detached for use as a burial transit permit. 


Mw 

@ 
s 22. 1 hereby certify that | attended the deceased from... <n 952. as plone & aie ie 1947... ., that | last saw the deceased 
z3 / alive on..../ ete 19.2.2 ., and that asain ite ar. M, from the causes an on the date staled above. 
Se z peer A ZL Zap r Acc SPDRRes (Street, se seta) PATE SIGNED 
a2 2 1 AT CHE Md, Wie AP 937 Zor: &j~ (B-S? 
=e = | 23. BURIAL, CREMATION, DAJE THEREOF NAME OF CEMETERY’OR CREMATORY LOGAYION (City, town, or Cougty) (State) 
a2 8 EMOVAL (SPECIF a G- 4 digs L 
Me =| OLWIAd Veiu) MULL Graal, 
6 Ed 


d A 
24. “REC'D BY REGISTRAR REGISTRARS SIGNATURE INERAL ee Y4 ADDRES: 
SLD wee fab _\hy 
Date £2 y LNALLEAX LS] ‘aell hed d Mal __ idlive GS £7, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
6194 — CERTIFICATE OF DEATH 


06188 
Reg. Dist. No. Ji 


sé 

3 =. ed Be ina aetg ad 2. pe aaa (Where deceased lived. If institution: Residence before odmissian) 

M4 i a be b. COUNTY 

32 Carroll ae aryland Kent 

s o b. CITY OR TOWN (If outside carporot fe | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside corporate limits, write RURAL and give nearest tawn) 

$ a RURAL ond give nearest town) 9 ; 
~" Henxryton Rock Hall fhe : 

d. NAME OF HOSPITAL (If nat in haspitel, give street address) d. STREET ADDRESS: ” e, IS RESIDENCE 

. aq OR INSTITUTION: ‘ON A FARM? 
- Henryton State Hospital Piney Neck ves] No 
& 3 DECEASED First Middle lost 4. ig Manth Day Yeor 
3 (Type oF print) Clarence Wesley Sisco | o#tH June 16, 1957 
2 5. SEX 6. COLOR OR RACE ]7. maRRieD [ENEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In years 

jor 


birthday) Hours [ Min. 


Male Negro |wicoweoQ) —_ ovorceo 1] 5x91 89, 


Wa. USUAL OCCUPATION (Give kind of work dane] 10b, KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE {State ar foreign country) 
during mast af working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


th 
\ 


Laborer Rock Hall. Ue Se Ac 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Wesley Sisco Ida Boyer 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT Address 
(Yet, ne. oF unknown) {IF yes, give war or dates of servies} 


No Unknown Mildred Harris- Pt's daughter - Rock Hall, Mi. 


18, CAUSE OF DEATH [Enter only one cause per line for (a). (b), and (el-} INTERVAL SETWEEN 


ONSET ANO DEATH 
PART I. OATH MED CAUSE Miocardial insufficien 


Then please remave carbon papers. 


|, cremation, or removal, and in any event within 72 hours aft; 


/G x DUE TO 
nt, IF ony, which Carcinoma of the lung? 
i di ott 
catse (0), stoting ihe nga UE TO . 
lying cause lost. (e). 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia} |19. MERE Ao 
yes] no] 

200. ACCIDENT WAS_UNDERLYING O) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part If of item 18.) 

OR CONTRIBUTING [] CAUSE OF DEATH 

{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour o.m. While Nat white foctary, street, office bldg., etc.) | 
p.m. 19 Jat work [J ot work (] H 


21. I certify that | attended the deceased fromdUNe@ 75... 19.57, ta_dune 16s, 19.5 7thot I lost sow the deceased 


After this certificate has been signed by the attending physician and completely filled in by | 
MEDICAL CERTIFICATION 


hospital ar attending physician. 
lached far use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death. Page 4 


oO 
5 olive on_____ June 16, ___, -;-, and that death accurred at 82 _AM, fram the causes and an the date stated abave, 
a ADDRESS (Street, city of town, state) DATE SIGNED 
a ‘a ACTUAL 
2 SIGNATURI Mo. . Henryton, Mabyl. 6-57 
ae = 
9585 PHYSICIAN'S 
es2e NAME (ype) Dre Tom Fe Vestal, Supte _Henryton State Hospitel, Henryton, Hd» 
> s Hl 
pene Buria 6-16- Sharptoy arptovan Mde 
4 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Years Kermit Wes], Chestertown, Me pate OwMOW5T | thie (honve -Hfae 


¥ “A nvruina 


/S6t ST} 


Be asoe 


MARYLAND | STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 . 
6195 CERTIFICATE OF DEATH {} 


Reg. Dist. No. 


tor, 


= 
% 1 PLACE OF DEATH 2 USUAL RESIDENCE (Whore deceoved lived. If institution: Residence before admission) 
& $y 4s maryiann || > b. COUNTY 
52 LArre avy Jan @ Laat 
£3 B. CITY OR TOWN iif outside corporate limits, write ENGTH OF STAY IN Ib & CITY OR TOWN {If outside corporote limits, write RURAL ond € neorest town) 
$ 3 $ RAL ond give nearest town) 
SS} oo X/ AB AD Pea raf 
2 9 ‘d. NAME $F HOSPITAL i" not in hospitol, give ake Lam d. STREET ADORESS e. 5 mye 
3 = 1 OR INSTITUTION A FARM? 
RES : 2 die Oe) Lethe " ree NOD 
23 6 3. wane First - ee Lost 4. ofte Year 
<2 3- , 
& 23 (Type oF print) Ge Croke fo TAce DEATH Thee é ri, 19 ft 
= ae i, SEX & coLor GR RACE 7, ree et ed. oe LATA OF BIRTH 9. AGE (In yeors RJIF UNDER 24 HRS, 
3s lost bythsay) ant Doys Min. 
Paewied VA 2 be Ce |wiwowe E] __ovorceo F} £2, /970 ye. 
ae 
3 3 ae 10b. KIND OF BUSINESS OR INDUSTRY | 11 AIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
% 828s } 
g eet | Gori eultar Lary (lard LS As 
3 eB s Teer NAME TATMOTHER’S WAIDEN NAME 
2 £8 ED Pasi t J So Lh, # 
8 Ser Je AA wee bb SFACC Ani ONCES le. 
2 £o8 TS, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16, SOCIAL SECBRITY NO. |17- eee ‘Address 
= Gee (Ya, no, platy {IF yes, give wor oF dates of service} on 
5 oss ) 98 a ' 
vu OF -/, a2 1¥A, 4 a ALE Vd L, 7; 1p Md. 
=e LIF S LIAN Mik SPALCY Lf ered o 2. 
2 28 E 18. CAUSE OF DEATH [Enter only one couse per line ANTERVAL BETWEEN. 
& S23 ONSET AND D 
S PART 1, DEATH WAS CAUSED BY: f 
2 %82 IMMEDIATE CAUSE (0 sedi Cetin (Td 
5 ¢F? wi DUE TO h 
> 
= S22 Conditions, if ony, which bo 
$ 3 5 3 gove rise to immediate pit to 
& 28e 4 ; 
5 asd covse (a), stoting the under- 
Petey lying couse lost. © 
$623 
33850 3 Part I OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 
SRLig = . ie? 
gene ms vs Noo 
206.99 re) 
2 2 g 
Forss |e: ACCIDENT WAS UNDERLYING-I——[20b. DESCRIBE HOW INIURY OCCURRED. (Enter noture of injury in Port Vor Por Il of iter 18: 
£2 = 
So ote & | {iF EiTHER, NOTIFY MEDICAL EXAMINER . <a’ 
Sse ) —_ 
seeo - 
2eges & ]20c. TIME OF INJURY Month, > gg Yeor [20d. INJURY OCCURRED ]70e. PLACE OF INIURY (Home, form, 120F. (City oF town} {County) {Stote) 
Eso es s Haute Ben hak feat mile footy, sneet, oie bldg, et.) | 
zser§ = p.m. jot work-f=p-aP work ' —— — —= 
26,525 g ra 
aes ae at J attended the deceased ar ban fob, 19LG, tontitss ce. , 1928_Zihat | last saw the deceased 
eos ys 
£383 
an ees es S% Op at, eee ” that death occurred ae, vane fram the causes Rt an the date stated abave. 
4 ADDRESS ti a oF towtgtate) SIGNED 
2 “ (4A (> 
i: ac 
saree one ale 2th lagen... Ltd lh 
£axza 
2ocs. 
ver Ri sil taal ee ala Lh 
£2223 La. psdzas Me! A! ALAM, Cos 
g23c8 gg DATE THEREOF, | 22. NAME OF CEMETERLOR GREMATORY 7” a OF CEMETERY OR GREMATORY ls cp ae QCATION Civ. town, o¢ count) ay fh 
TSR Ps Ca 
° Eo ee Vine Zs. 
FF 
¥ 


£66 cz np 


Darsogel 


